
 

ONTARIO 360 – RESOLVING HEALTH 
INEQUALITIES – TRANSITION BRIEFING 

A promising strategy for providing equal opportunities to health for all 
Ontarians 

 
Issue 
 
Despite decades of government effort to eliminate health inequalities between 
richer and poorer Ontarians, these inequalities have persisted for most health 
outcomes and widened for others.1 In other words, opportunities to be healthy 
in the province of Ontario remain as unequally distributed today as ever. 
 
The overall problem seems to be a misguided investment strategy – a strategy 
whose failure could have been predicted given our available scientific 
evidence. The vast majority of our time, money, and other resources have 
gone towards developing programs that we hope will educate or otherwise 
guide people with less income to make healthier choices – from those that 
encourage breastfeeding of infants to those that communicate healthy eating 
habits.2 Meanwhile, the incomes, employment security, and other 
socioeconomic conditions of the poor – what a very large body of science 
understands as the root causes of our health behaviours3  – have remained 
largely unchanged or even worsened in the province.4 To put it directly, no 
program that aims to teach parents how to make healthy food choices can 
compensate for the rising levels of poverty in Ontario that leave parents with 
little income to buy nutritious foods. No such program can outdo the stresses 
and time constraints of juggling multiple jobs that leave families with little time 
and energy to focus on much besides just getting by. Or to put it more directly: 

                                                 
1 Ontario Ministry of Health and Long-Term Care. (2018). Improving the Odds: Championing 
Health Equity in Ontario. Toronto, ON: Ontario Ministry of Health and Long-Term Care. 
2 Baum F, Fisher M. (2014). Why behavioural health promotion endures despite its failure to 
reduce health inequities. Sociology of Health & Illness, 36(2):213-225. 
3 Braveman P, Gottlieb L. (2014). The social determinants of health: it’s time to consider the 
causes of the causes. Public Health Reports, 129(S2):19-31. 
4 Block S. (2017). Losing Ground: Income Inequality in Ontario, 2000-2015. Ottawa: Canadian 
Centre for Policy Alternatives. Government of Ontario (2018). Poverty Reduction Strategy 
(Annual Report 2017).  
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the ultimate solution to health inequalities is realizing broader economic and 
social equality.  
 
The health gap in Ontario results in millions of dollars in health care costs and 
in lost human capital.5 It is also terribly unfair that people’s chances for health 
are tied – from the very beginning of life – to their economic status. The 
incoming government must shift course and invest its resources in providing 
economic security for all Ontarians as a way to finally resolve this problem. 
This can be achieved by policy moves in three areas: (1) labor market 
conditions, (2) income assistance and, (3) wealth redistribution.  
 
Overview 
 
The powerful relationship between income and health has been documented 
for nearly two centuries.6 We have long known that a person’s economic 
position is the strongest predictor of their health status. Being poorer means 
being sicker and dying sooner. There are countless mechanisms through 
which this happens. It happens because when we are poorer, we are more 
susceptible to harmful health-related behaviours. It happens because when 
we lack income, we are compromised in our access to basics such as good 
housing conditions, and nutritious foods. Importantly, having less income also 
increases our experiences of stress and adversity, which research 
demonstrates literally get under our skin and harm not only our mental health, 
but also our physical health. In fact, what research has shown is that 
economic conditions underlie almost every pathway leading to almost every 
health outcome.7 
 

                                                 
5 Rosella LC, Fitzpatrick T, Wodchis WP et al. (2014). High-cost health care users in Ontario, 
Canada: demographic, socio-economic, and health status characteristics. BMC Health 
Services Research, 14:532. 
6 Commission on Social Determinants of Health. (2008). Closing the Gap in a Generation: 
Health Equity Through Action on the Social Determinants of Health. Geneva: World Health 
Organization. 
7 Phelan J, Link B, Tehranifar P. (2010). Social conditions as fundamental causes of health 
inequalities: theory, evidence, and policy implications. Journal of Health and Social Behaviour, 
51(S1), 28-40.  
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Indeed, federal and provincial public health agencies, including Public Health 
Ontario and Canadian Institute for Health Information have documented 
troubling longstanding health inequalities in Ontario.8,9 
 
The need for reform  
 
In the early 2000s, the Government of Ontario was moved to action by 
evidence that our society too exhibits income-related health inequalities. Their 
response mainly consisted of programs and services targeted at producing 
change in health behaviours amongst low-income individuals. As their follow-
up reports suggests, however, rather than achieving strides towards the goal 
of health equity, health inequalities have widened or stayed the same.10 
 
As puzzling a finding as this appears to be, the context of science provides an 
understanding of why these programs failed to improve the health of those in 
poverty. At the heart of the issue are two important reflections. First, public 
health programs that are designed to encourage people to alter their lifestyles 
and behaviours simply do not address the myriad other associations between 
economic position and health status. Attempts to address any one problem do 
little to fundamentally interrupt the overall correlation. Second, because public 
health programs do not address the root cause of economic insecurity, they 
are incapable of stemming the tide of new individuals that develop poor 
health-related behaviours. No sooner has one cohort been exposed to a 
health promotion program than another cohort is ready and waiting. 
 
Moreover, during the same period, lower income Ontarians experienced rising 
levels of economic insecurity. Incomes stagnated, with real median wages 
hovering at or around $20 per hour since 1997.11 Income inequality widened 
such that the poorest half of Ontarians saw their share of total earnings shrink 

                                                 
8 Public Health Ontario. (2013). Summary Measures of Socioeconomic Inequalities in Health. 
Toronto, ON: Public Health Ontario. 
9 Canadian Institute for Health Information. (2016). Trends in Income-Related Health 
Inequalities in Canada. Ottawa, ON: Canadian Institute for Health Information. 
10 Ontario Ministry of Health and Long-Term Care. (2018). Improving the Odds: Championing 
Health Equity in Ontario. Toronto, ON: Ontario Ministry of Health and Long-Term Care. 
11 Hennesy T, Tiessen K, Yalnizyan A. (2013). Making Every Job a Good Job: A Benchmark for 
Setting Ontario’s Minimum Wage. Ottawa, ON: Canadian Centre for Policy Alternatives. 
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from 22% in 2000 down to 19% in 2015.12 Precarious forms of employment 
have become more prevalent, with nearly one third of working Ontarians now 
holding a job that deviates from the standard model of full-time, permanent 
employment.13 At the same time, the cost of basic goods and services such as 
food and housing has risen tremendously. Data from 2014 compiled by the 
Ontario Non-Profit Housing Association, for example, suggests that the 
maximum rent that a fulltime worker earning minimum wage could afford is 
$572, yet the average market rent for a one-bedroom apartment is $1,067.  
 
It is clear that traditional public health approaches to resolving health 
inequalities are not going to work. In order to eliminate health inequalities, 
Ontario must improve the economic security of Ontarians.  
 
How to move forward  
 
We recommend the following policy strategies for eliminating health 
inequalities, and thereby reducing health care costs, improving human capital 
in Ontario, and creating a just society that provides equal opportunities for all 
to be healthy.  
 

1. Labor Market Reforms. It is clear that job insecurity and low wages 
must be addressed. While government effort to provide Ontarians with 
a living wage will be helpful in this regard, in fact current economic 
realities demand much bolder policies. In the United States, a ‘job 
guarantee’ program has been proposed to help address these 
problems.14 Such a program would end involuntary unemployment 
through government funding of jobs that pay a living wage and offer 
basic benefits to employees. It would also introduce labor market 
competition, thereby promoting higher wages, better benefits, and 
more favourable working conditions for low-wage workers. A short-
term action could involve a pilot program, similar to the current 
Guaranteed Annual Income pilot, to test behavioural effects, fiscal 

                                                 
12 Block S. (2017). Losing Ground: Income Inequality in Ontario, 2000-2015. Ottawa: Canadian 
Centre for Policy Alternatives. 
13 Mitchell CM, Murray JC. (2017). The Changing Workplaces Review – Final Report. Toronto, 
ON: Ontario Ministry of Labour.  
14 Paul M, Darity W, Hamilton D et al. (2017). Returning to the Promise of Full Employment: A 
Federal Job Guarantee in the United States. Oakland, CA: Insight Center for Community 
Economic Development. 
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costs, and interaction with other labour market dynamics associated 
with a job guarantee program.  
 

2. Income Assistance Reforms. Over the past several decades, Ontario’s 
social safety net has dwindled and does not enable individuals to meet 
the demands of today’s cost of living. Social assistance rates have 
declined in real terms.15 Exacerbating this, fewer and fewer jobless 
workers are eligible for federal unemployment benefits.16 While a job 
guarantee would go a long way in redressing the problem of economic 
inequality, a broader safety net should be available to individuals out of 
the labour force or in between jobs who also require income 
assistance. In the short-term, the incoming government should 
enhance Ontario’s income assistance program and subject it to 
regularized review to ensure these programs keep up with the cost of 
living. 

 
3. Wealth Redistribution Reforms. A striking finding in the economics 

literature is that intergenerational transfers of wealth – gifts or 
inheritances from parents and other family members that, for example, 
are used to pay for education and put down payments on homes – are 
a major source of economic inequality. Across generations, the poor 
fall further and further behind the rich because their families have no 
wealth to transfer to them. In fact, wealth inequality may be even more 
problematic than income inequality. This does not even account for 
unequal non-financial endowments such as family connections or 
social networks.  
 
Another proposal from the United States suggests that governments 
ought to invest in progressive bond programs, such that every baby 
born receives an amount (corresponding to need) that accumulates as 
they grow up and results in a stock of wealth in adulthood.17 This would 
work towards ensuring that different financial endowments are 
minimized and that individuals are able to pursue their own goals and 
priorities according to merit rather than due to unequal opportunity.  

                                                 
15 Tiessen K. (2016). Ontario’s Social Assistance Poverty Gap. Ottawa, ON: Canadian Centre 
for Policy Alternatives. 
16 Davis M. (2012). Workers Left Outside the EI Umbrella: Explanations and a Simple Solution. 
Toronto, ON: Mowat Centre. 
17 Hamilton D, Darity W, Price AE et al. (2015). Umbrellas Don’t Make it Rain: Why Studying and 
Working Hard Isn’t Enough for Black Americans. Durham, NC: Duke Center for Social Equity. 
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The policy solutions we have proposed are bold, but necessary. The problem 
of health inequalities is only growing and is costing Ontario dearly. The good 
news is that we have solutions, and we hope the next government will 
advance them.  
 
 
Arjumand Siddiqi is Canada Research Chair in Population Health Equity and 
Associate Professor at the Dalla Lana School of Public Health, University of 
Toronto 
 
Faraz Vahid Shahidi is a doctoral candidate in the Division of Social and 
Behavioural Health Sciences at the Dalla Lana School of Public Health, 
University of Toronto  
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introduction
Recently released census data reveals that while incomes across Canada have increased 

in the past decade, progress in Ontario and in Toronto have lagged behind.1 As Ontarians 

have become increasingly concerned with issues of housing affordability and precarious 

job markets, the province has responded with a suite of policy changes, including reforms 

to employment legislation and social assistance. Many of these policies focus on getting 

people to a level of income adequacy that allows them to meet their basic needs, like food and 

shelter. However, Wellesley Institute recognizes that in order to achieve health equity, policy-

makers must adopt a broader definition of health that goes beyond basic needs and strives 

towards conditions that allow everyone to truly thrive. 

The ability to thrive involves more than just physical health. Social and economic needs 

are important facets of health and well-being that are often overlooked in current policy 

approaches. Thriving in the City: A framework for income and health2 argues that connecting 

with ones’ community and family, investing in education and employment, and building 

financial security are essential for achieving good health across the life course. It also 

provides an evidence-based framework that defines individuals’ needs across physical, 

mental, social, and economic dimensions of health and well-being.

Building on that framework, this paper assesses what it costs to thrive in the Greater Toronto 

Area (GTA). The framework is divided into nine components with specific items in each and 

costs are estimated for each item. In doing so, this highlights how the collective responsibility 

for creating a thriving city is shared: individuals, communities, employers, and public services 

each play a role in creating a social environment that allows people to live full, healthy lives. 

research Aims
 The Thriving in the City project, as a whole, aims to answer the following questions:

1. What constitutes “thriving” with respect to key dimensions of physical, mental, and 
social health?

2. What goods, resources and services are required for a person to “thrive”? 

3. How much does it cost to thrive in the GTA? 

The first two research questions are addressed in the first Thriving in the City2 report. The 

third question, giving an estimate of the total compensation required to support people to 

thrive in the GTA, is addressed here. 

This project focuses on single working-age people age 25-40, without significant disabilities 

or chronic conditions, who live in the GTA. A forthcoming report by Wellesley Institute will 

explore the Thriving in the City framework for older adults. Individuals with disabilities or 
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chronic conditions, or those with families, have different needs, and these will be addressed 

in future iterations of this work.

Methods 
An evidence review determined parameters for achieving good health in nine domains: food, 

shelter, transportation, health care, personal care, physical activity, social participation, 

professional development, and savings/debt. These parameters led to more specific 

requirements, using secondary survey data to tailor the requirements to a GTA context. The 

framework was then presented to two focus groups in Toronto and Mississauga to ensure 

its acceptability and relevance for GTA residents in the 24-40 age range. A more detailed 

explanation of methodology for developing the framework is explained in the first report.

Building on the initial framework, this paper aims to define the costs of thriving in the GTA. 

To achieve this, we have estimated the costs of each requirement listed in the framework. 

The information presented in this report cannot account for the subjective preferences and 

circumstances of each individual, and does not purport to describe an ideal way of living. 

Instead the estimates are grounded in hypothetical scenarios guided by norms in the GTA 

and Canada, within the parameters of the requirements descried in the Thriving in the City 

framework. 

The estimates presented here assume that a person is not eligible for means-tested benefits 

and does not receive significant benefits from their employer, but does have access to 

publicly available services. In addition, these estimates cannot adequately capture the cost 

of thriving across the entire GTA. As highlighted in previous focus groups, there are distinct 

needs and norms in urban and suburban regions, particularly with regards to housing and 

transportation needs. To account for these distinctions, the estimates include two scenarios: 

one for a renter without a car living in downtown Toronto, and another for a homeowner with 

a car living in Mississauga. 

For goods and commercial services, the costs are largely drawn from major stores or 

suppliers or from online price estimator tools. Using price estimator tools necessitates some 

assumptions which are described in the tables. For more variable costs such as housing 

and utilities, the costs are drawn from market data and consumer surveys. When no other 

options were available, costs were drawn from expenditure surveys although these can reflect 

spending habits that are often constrained by inadequate incomes. Expenditure data were 

mainly drawn from the Survey of Household Spending (SHS) conducted by Statistics Canada, 

using a custom tabulation with only single-person households in Ontario broken down by 

tenure type where possible.3 Focus group feedback informed the frequency and type of items 

listed in each domain. The items, cost estimates, and rationale for cost estimates is described 

below for each of the nine domains. Detailed rationale for the inclusion of each domain is 

available in the first report.
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Cost estimates

Food and nutrition: $3,605 per year

The Nutritious Food Basket tool, developed by Health Canada in alignment with Canada’s Food 

Guide, was used to estimate the costs of groceries.4 Toronto Public Health uses the tool to monitor 
food costs annually for different populations and household structures. The estimated monthly costs 
for men and women aged 19-30 were averaged and calculated on a yearly basis. In addition, this 
component includes costs for foil and paper supplies required for food preparation, drawn from the 
SHS.

groceries $3,415 
($247-$341  
per month)

Nutritious Food Basket Estimate, Toronto Public Health 2016. Average 
for women and men age 19-30.4

Food prep 
supplies

$190 “Paper, plastic & foil supplies” in SHS, Statistics Canada 2015.3

Shelter: $14,225 – $21,926 per year

The shelter component of the framework includes two scenarios: one for a renter in 

Toronto, and one for a homeowner in Mississauga, reflecting the norms for this age group 

in both cities. Both scenarios account for the cost of a small studio unit in a moderately 

walkable neighbourhood. Walkability was determined using the WalkScore real estate tool; 

neighbourhoods with a score of 50/100 or higher were considered acceptable, which is the 

case for most of central Toronto and Mississauga.5 The rental rates for central Toronto are 

drawn from annual surveys conducted by Canada Mortgage & Housing Corporation and 

generally include utility costs. The mortgage rates are drawn from Condos.ca data, indicating 

that the average price for the least expensive 10 percent of units last year was $216,000. The 

mortgage calculation assumes a 10 percent down payment, a 25-year amortization period and 

3 percent interest rate.

Scenario 1: renter, City of Toronto

rent 
(including 
utilities)

$13,056 
($1,336 per 
month)

Average bachelor/studio apartment rent for central Toronto Zone 
1. Greater Toronto Area Rental Market Report, Canada Mortgage & 
Housing Corporation 2016.6

equipment $313 “Household Equipment” in SHS, Statistics Canada 2015. Renters only.3

Furnishings $651 “Furnishings” in SHS, Statistics Canada 2015. Renters only.3

insurance $204 Quote from SquareOne Insurance. Includes $20,000 personal 
property insurance and $1 million liability insurance.

Scenario 2: homeowner, Mississauga
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Mortgage $11,412 ($951 
per month)

Estimate from Condos.ca. Studio unit with $21,6000 listing price, 10% 
down, and 25-year amortization at 3% interest.7

Utilities $1,248 “Utilities” in SHS, Statistics Canada 2015. Adjusted downward to 50% 
of average to account for small housing size. Owners only.3

equipment $781 “Household Equipment” in SHS, Statistics Canada 2015. Owners only.3

Furnishings $833 “Household Furnishings” in SHS, Statistics Canada 2015. Owners only.3

repairs & 
maintenance

$742 “Repairs & maintenance of owned living quarters” and “Service related 
to household furnishings & equipment” in SHS, Statistics Canada 2015. 
Owners only.3

Condo fees $3,540 Estimate from “Toronto Condo Maintenance Fee Stats,” Condos.ca 
2015. Assumes 500 square foot unit.8

Property taxes $1,835 Estimate from City of Mississauga property tax rates 2017. Assumes 
home value of $216,000.9

homeowner’s 
insurance

$312 Quote from SquareOne Insurance. $20,000 personal property 
insurance and $1 million liability insurance.

Transportation: $2,400 – $6,414 per year

The transportation component of the framework includes two scenarios: one for a transit 

user in central Toronto and one for a car user in Mississauga. This reflects trends in car 

ownership across the GTA.10 For transit users, the cost of a monthly Metropass is included. To 

supplement this, the costs of a car sharing membership, a three-day car rental, coach fare, GO 

transit fare, and Union-Pearson express fare, and occasional taxi trips are also included. 

The cost of car payments is based on the typical low-end listed price of a Honda Civic 

on Autotrader.ca. The car payment calculation assumes a purchase price of $10,000 

purchase price with 10 percent down and a 5-year term with 3 percent interest. Car repairs, 

maintenance, and gas are estimated using CAA Car Costs tools and reports, assuming 12,000-

15,000 kilometres driven per year. Parking fees are drawn from Condos.ca survey data and 

typical costs for Green P public lots in Toronto. In addition to the costs of a car, there are 

additional costs for occasional transit and taxi fare.

Scenario 1: Transit User, City of Toronto: $2,400

Transit $1,716 Adult TTC Metropass and 1 round-trip Union Pearson Express fare.

Car share $238 ZipCar fees and 12 2-hour trips in low-cost car option.

regional 
travel

$266 Enterprise 3-day car rental and insurance, MegaBus round trip to 
Montreal, and GO Transit round trip to Niagara Falls.

Taxi $180 Quote from Toronto Fare Finder. Includes 12 5km taxi trips.
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Scenario 2: Car User, Mississauga

Car payments $1,944 Estimate from Autotrader.ca. Honda Civic 2012 model. $10000 
purchase price, 10% down payment, and 5-year term with 3% interest.11

Car insurance $2,172 Quote from Pembridge Insurance. 30-year-old driver in Mississauga 
with Honda Civic 2012 model.

License & 
registration

$138 License plate sticker and 5-year license fees for Southern Ontario. 

repairs & 
maintenance

$483 Estimate from CAA Driving Costs Report 2012. Honda Civic 2012 
model with 12,000-15,000km driving per year.12 

gas $929 Estimate from CAA Driving Costs Calculator. Honda Civic 2012 model 
with 12,000-15,000km driving per year.13

Condo 
parking

$516 Estimate from ‘Toronto Condo Maintenance Fees Stats,’ Condos.ca 
2017.7 

Lot/street 
parking

$48 6 day passes for downtown Green P parking lots.

Transit $94 6 round-trip TTC fares and 1 round-trip Union Pearson Express fare.

Taxi $90 Quote from Toronto Fare Finder. Includes 6 5km taxi trips.

Physical Activity: $562 per year

The physical activity component of the framework includes costs of a community fitness 

centre membership in Toronto or Mississauga and repairs and maintenance for a bicycle. 

Community fitness centres offer access to a wide range of activities such as swimming, group 

fitness classes, and drop-in sports, while also offering a chance for socializing. Cycling is also 

a common outdoor leisure activity among Canadian adults, and can be an effective form of 

transportation for some short trips.

Fitness centre 
membership

$492 Type B Adult Membership for City of Toronto Recreation Centre. 

Bicycle 
maintenance

$70 Quote from Canadian Tire for basic tune-up and flat tire replacement.

health Care: $2,179 per year

The health care component includes a comprehensive health insurance package including 

dental care, vision care, drug coverage, accident insurance, travel insurance, and extended 

benefits such as physiotherapy. Basic health coverage is not included as it is assumed that a 

person is eligible for OHIP. There are additional costs allocated to over-the-counter health 

products such as medicines and first aid supplies.

extended 
health 
insurance

1,860 Quote from Manulife Insurance for Enhanced Coverage for healthy 
30-year-old in Ontario.

Over-the-
counter 
products

319 Non-prescribed medicine and healthcare supplies’ in SHS, Statistics 
Canada 2015.3
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Personal Care & hygiene: $1,826 per year

Costs for personal care and hygiene were drawn from the Survey of Household Spending. To 

estimate the costs of clothing, the cost is the average for men and women. 

Clothing 776 “Women & Girls Wear” and “Men & Boys Wear” in SHS, Statistics 
Canada 2015. Average for women and men. 3

Toiletries 858 “Personal care products” and “hair grooming services” in SHS, 
Statistics Canada 2015.3

Cleaning 
supplies

129 “Household cleaning supplies & equipment” in SHS, Statistics Canada 
2015.3

Laundry 63 “Laundry & dry-cleaning services” in SHS, Statistics Canada 2015.3

Social Participation: $5,996 per year

The social participation component encompasses a range of activities that support mental 

health and allow people to connect with family, friends, and community. These include 

hobbies, social outings, charity and civic contributions, telecom services, and travel. 

Compared to the other components, social participation is the most subjective. Each 

individual has distinct preferences for types of activities. However, the items are examples 

of popular activities as discussed in focus groups and Statistics Canada’s General Social 

Survey. The costs were primarily drawn from the Survey of Household Spending and other 

expenditure surveys or listed retail/service prices. For some highly variable items, such as 

restaurant meals and flights, the typical cost was estimated based on a range of options listed 

online. International flight destinations were chosen based on the most common countries of 

origin for immigrants in the GTA (China, India and the Philippines). 

Books 50 “Books” in SHS, Statistics Canada 2015.3

Magazines/
newspapers

176 Toronto Star 1-year digital subscription

Music 50 “Music downloads” in SHS, Statistics Canada 2015.3

Creative 
projects

200 Typical cost from Curry’s Art Supply for canvas, paints, and brushes.

Cultural 
outings

366 2 Art Gallery of Ontario passes; 2 Toronto Symphony Orchestra tickets; 
2 Royal Ontario Museum passes; 2 Blue Jays tickets; 2 Cineplex movie 
tickets; 2 local concert tickets

Special 
occasions

240 Typical additional cost of entertaining family or friends at home 
monthly. (Supplement to regular food component).

gifts 558 Average holiday gift expenditures in Ontario. Holiday Outlook Report, 
BMO 2015.14

restaurant 
outings

1,040 Typical cost from Toronto Life Restaurant Listings for 1 weekly sit-down 
meal in low- to mid-price range.
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Charity 
contributions

531 “Charitable donations” in SHS, Statistics Canada 2015.3

Civic 
contributions

200 Typical cost of membership fees for local service club.

internet 420 Tekksavy 15mbps wireless internet plan.

Phone 552 Freedom Mobile 2g smartphone plan.

Tv/movies 96 Netflix streaming subscription.

Provincial 
travel

124 Ontario Parks 3-night campsite rental. (Transportation and food 
included in relevant components).

Domestic 
travel

193 Quote from Expedia.ca for 3-night stay in private hostel room in 
Montreal; plus weekend tourist pass. (Transportation and food 
included in relevant components.)

international 
travel

1200 Typical cost from Google Flights for round-trip airfare to China/India/
Philippines. 

Professional Development: $2,492 per year

The professional development component includes expenses for ongoing training, 

equipment, and networking. It does not include the costs of postsecondary education which 

is captured under the Savings/Debt component. Certification, professional membership, and 

equipment costs can vary substantially depending on professional field; these estimates use 

common examples from each category. Additional training and adult education resources 

may be available for free through local libraries and employment centres.

Certifications 310 St. John’s Ambulance first aid and mental health first aid certification 
course.

Training 800 Full course from Continuing Education programs at Ryerson, Univer-
sity of Toronto, or George Brown College.

Professional 
membership

450 Toronto or Mississauga Board of Trade individual membership.

Conference 300 Typical cost from Eventbrite for local industry conference or sympo-
sium.

Software 70 Microsoft Office personal software suite.

hardware 250 Typical cost from BestBuy for mid-range Asus laptop repair and up-
grades.

networking 312 LinkedIn Premium online networking membership.

Savings & Debt: $11655 - $12901 per year

The Financial Consumer Agency of Canada’s savings guidelines were used to estimate costs 

for the general savings, retirement savings, and debt repayment.15 The component again 

includes two scenarios for renters and homeowners, recognizing that homeowners have 

home equity to draw on for retirement. For both groups, general savings are calculated based 

on 10 percent of overall expenses, i.e. the sum of all other categories. Retirement savings for 

homeowners are an additional 10 percent of overall expenses; the proportion is adjusted to 
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20 percent for renters to account for a lack of home equity.  (This does not include mandatory 

CPP contributions). Student debt is also included. The majority of Ontario graduates have 

some amount of student debt. Debt repayments were calculated using the average debt load 

of $21,586 (for those completing 4-year degrees between 2005-2013) and average repayment 

time of 9.5 years. 

Scenario 1: renter, City of Toronto

general 
savings

3,344 10% of annual expenses less debt. 

retirement 
savings

6,689 20% of annual expenses less debt. Adjusted upwards from 10% to 
account for lack of home equity.

Debt 
repayment

2,868 Average repayable OSAP debt. Government of Ontario 2014. 16 
Repayment time of 10 years.17

Scenario 2: homeowner, Mississauga

general 
savings

4,394 10% of annual expenses less debt. 

retirement 
savings

4,394 10% of annual expenses less debt.

Debt 
repayment

2,868 Average re-payable OSAP debt. Government of Ontario 2014. 16 

Repayment time of 10 years.17

Discussion
Based on these estimates, the cost of thriving is between $46,186 and $55,432 after tax 

for a single person age 25-40 living in the Greater Toronto Area. This figure indicates total 

cost of supporting an individual’s ability to thrive, which is defined as meeting their basic 

material needs, enabling connections to community and family, supporting educational and 

professional advancement, and ensuring long-term financial security. Each of these factors 

support peoples’ health and well-being across the life course. 

This figure demonstrates the gap between current income levels and one that would allow 

people to thrive. It is well above the income level for a current Ontario minimum wage 

worker, which would amount to approximately $20,000 after taxes. A future minimum wage 

worker earning $15 per hour would still fall well short of this figure, with an after-tax income 

of approximately $25,500, just half of what it costs to thrive. The most substantial costs 

are associated with shelter, savings and debt. While there may be room for adjustment in 

personal spending based on an individual’s preferences (for example, forgoing restaurant 

meals or gym memberships), such changes amount to a small proportion of the overall cost, 

and are unlikely to close this substantial gap. 
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However, this figure does not have to indicate an ideal take-home income or wage for an 

individual. Instead, it illustrates the total resources required to live a healthy life in the GTA. 

This benchmark could be met through raising incomes. However, it can also be met through 

other supports including public services, social programs, employer-sponsored benefits, and 

community facilities. The responsibility for supporting peoples’ ability to thrive can be shared 

between individuals, employers, communities, and broader society. 

The framework assumes that a person is able to access only current universally-available 

services and supports from public institutions. These supports help to contain the costs in 

the framework. For example, the costs for health care and savings for retirement are far lower 

than they would be in the absence of publicly-funded social programs like OHIP and CPP. 

Community services such as local libraries and community centres offer a host of in-kind 

services, which means that the costs for leisure activities and physical activity are significantly 

lower than they would be otherwise.  

 

Moving forward, there is a need to re-consider how other players can contribute to peoples’ 

well-being. For example, if an employer provided comprehensive health benefits, supported 

professional development opportunities with an annual fund, and offered a modest RRSP 

matching program, the overall figure could be reduced by over $5000.  Changes in public 

services and social programs would similarly  change the amount of income a person needs 

to thrive. For example, provincial investment towards post-secondary tuition grants would 

reduce debt burdens; federal investment in affordable housing would reduce shelter costs; 

and local investment in transit could make transit more affordable. Such investments would 

help close the gap between what GTA residents are earning and what they need to live full, 

healthy lives.

This how individual income is only one component of a broader social safety net that 

supports a thriving population. While raising wages and strengthening social assistance 

is a critical step towards improving quality of life for Ontarians, there is a need to consider 

how other supports can contribute to peoples’ ability to thrive. Individuals, communities, 

employers, and governments across all levels have a role to play.  These players share 

responsibility for supporting a physically, socially, and economically healthy population. 

This cost of thriving provides a way to understand the gap between the current environment 

and one that allows everyone to thrive, and can be a starting point for a broader conversation 

about what is really needed to improve health and health equity in the GTA.
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Introduction
Achieving a healthy population requires that governments and institutions invest in the social 

determinants of health to create an environment where all people in Canada can truly thrive.    

Wellesley Institute’s Thriving in the City1 framework is a valuable tool for understanding 

what resources an individual needs to live a healthy life and assessing how the current policy 

environment meets these needs. While the previous report focused on working-age adults 

(25-40 years old),2 this report focuses on the needs of retired older adults (65-74 years old) in 

the Greater Toronto Area (GTA). 

Older adults face distinct health challenges as they age, such as a higher risk of chronic 

disease, more limited capacity to complete activities of daily living,3 and social isolation.4 

In addition retired older adults may not be able to add to their income or replace losses. 

Canada’s retirement income system ensures a certain level of income security to most 

citizens upon retirement.5 There are three components: (1) Old Age Security (OAS); (2) 

Guaranteed Income Supplement (GIS); and, (3) the Canadian Pension Plan (CPP). 

OAS and GIS offer a universal minimum income to older Canadians. CPP are compulsory 

earnings-based contributions by employees and employers, which offer a basic level of 

earnings replacement for workers. These may be supplemented by voluntary private savings, 

such as Registered Retirement Savings Plans (RRSP) or Tax-Free Savings Accounts (TFSA), 

which offer tax benefits to encourage Canadians to accumulate additional savings for 

retirement. Older adults are also eligible for a range of provincial and local programs that 

support health, such as the Ontario Drug Benefit and subsidized transit services.

Canada’s retirement system has two key overarching objectives: (1) to ensure a minimum level 

of income in order to reduce poverty, and (2) to provide Canadians with sufficient resources 

to enable a predictable, adequate replacement of income during the transition between work 

and retirement.6  This system has been largely viewed as successful, with Canada having 

a low rate of older adults living in poverty compared to other nations. 7  However, there is 

increasing public concern that Canadians are not saving enough to fund their retirement, 

and this challenge is exacerbated by the decline in employer-sponsored pensions and longer 

life expectancies.9 Recent census data demonstrates that between 2005 and 2015, low-income 

Canadian seniors increased from 12 percent to 14.5 percent of the overall population.8 

In current policy rhetoric, retirement income adequacy is often measured in terms of 

replacement rates, which describes the proportion of pre-retirement income received. 

However, such a metric does not attempt to measure what a retired person actually needs. 

If there is broad recognition that everyone in Canada should be able to achieve their full 

health potential, then adequacy of post retirement income can be usefully linked to the best 

attainable physical, mental, and social well-being. 
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Thriving in the City: A Framework for Income and Health in Retirement draws on extensive 

evidence on the health of older adults. The framework identifies the goods, resources, 

and services required for a retired person to thrive. It introduces a new paradigm for 

understanding the connections between income and health and offers a lens through which 

to consider policy opportunities that support healthy aging. In doing so, this framework 

brings health and well-being to the forefront of the discussion about the needs of older 

adults. 

In this paper, we (1) describe the methodology for developing the framework, (2) describe the 

components of the framework and their relevance for health and well-being and (3) discuss 

the implications of this framework with respect to retirement policy in Ontario and Canada.

Approach

Research Approach

The Thriving in the City project describes: a) what constitutes “thriving” with respect to key 

dimensions of physical, mental, and social health; and b) what goods, resources, and services 

would be required for a person to “thrive.”  

This component of the project is focused on older adults aged 65-74, who are retired and live 

independently in the GTA. The report focuses on older adults without significant limitations 

in the activities of daily living. 

75 percent of Canadian older adults experience at least one chronic condition9, 10 and many 

would still consider themselves ‘in good health’. This framework takes into account minor 

health concerns that are common with aging and do not significantly limit an individual’s 

activities of daily living. Individuals with significant activity limitations and those who require 

extended health care services such as long-term care have a distinct set of needs that are not 

addressed in this framework. Moreover, this framework is meant to be descriptive rather 

than prescriptive. It offers an example of a healthy life in retirement, but of course individuals 

have a diversity of needs and preferences that cannot be appropriately captured in a single 

framework.

The framework for older adults offers a complement to the previous framework designed for 

working adults age 25-40 in the GTA. The previous framework emphasized building financial 

security and investing in education and career development as important needs for younger 

adults. The framework presented here assumes that an individual has been able to financially 

prepare for retirement, and so is entering retirement with substantial savings and without 

debt. However, in recognition that health needs are often unpredictable, the framework does 

account for some contingencies that may be required.
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Previous Work

The Thriving in the City framework is based on the Minimum Income for Healthy Living 

(MIHL) approach developed by Jerry Morris and colleagues in the United Kingdom.11 This 

research identifies what an individual needs to achieve optimal health and estimates the 

financial cost for these needs, with the goal of evaluating the adequacy of current income 

security policies. Importantly, the MIHL approach is grounded in evidence, drawing from 

credible research on health and well-being. It also reflects the importance of physical 

and mental health as well as social and economic well-being. The Minimum Income for 

Healthy Living approach accounts for food, housing, physical activity, social integration, 

transportation, personal care and hygiene, health services, and savings. Each component 

includes a proposed list of goods and services required for achieving good health, along 

with estimated costs. The approach has been applied to single working-age men in the UK,12 

as well as older individuals and couples in the UK13 and New Zealand.14 Across studies and 

jurisdictions, the MIHL has consistently exceeded pensions or social security rates.  Wellesley 

Institute recently applied the approach to younger adults age 25-40 living in the GTA, similarly 

finding that the total compensation required to thrive far exceeds the compensation provided 

through employment and social services.15 

Methods

This work uses an approach similar to the Minimum Income for Healthy Living work as well as 

Wellesley Institute’s previous Thriving in the City framework. It involves three key steps:

1. Literature review: We conducted a review of recommendations about healthy aging with 
respect to eight key components: food, shelter, transportation, physical activity, health 
care, personal care, social care, and contingencies. We searched for evidence-based 
recommendations from credible health institutions with respect to each component 
of healthy aging. While we attempted to draw from Canadian recommendations (such 
as those from Health Canada, Public Health Agency of Canada, Canada Mortgage & 
Housing Corporation and Finance Consumer Agency of Canada), in some cases we 
turned to international institutions such as the World Health Organization. These 
recommendations provided general parameters for each component, allowing us to 
create a clear statement of what “thriving” in retirement should entail.

2. Constructing initial framework: For each component, we proposed specific goods, 
services, and resources that would allow an individual to thrive. In choosing what 
specific items to include, we sought to represent the most common choice using local 
and national survey data. While the specific items cannot capture each individual’s 
preferences, the goal was to capture the items that would be considered acceptable or 
typical in Canada and, where possible, within the GTA.

3. Focus groups: We held one focus group in Toronto hosted by the Toronto Seniors’ 
Forum and one in Mississauga hosted by the local chapter of the Canadian Association 
of Retired Persons. In total, there were 14 people in the focus groups. We asked 
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participants to consider whether the components and items listed would allow them 
to achieve good health and truly thrive during their retirement, and prompted them to 
consider if any components or items were missing or inadequate. We then modified the 
initial framework to reflect participants’ comments. 

4. Stakeholder consultation: We held a consultation with a group of stakeholders including 
representatives from government, academia, advocacy organizations, and social and 
health service providers. Each of the stakeholders had substantial expertise in policy 
issues facing older adults in the GTA. The goal of the policy consultation was to identify 
emerging concerns and policy opportunities based on the findings of this research. This 
consultation informs our discussion here and in forthcoming reports on this research. 

It is important to note that the framework does not prescribe an ‘ideal’ way to thrive in 

retirement. Different people will have different preferences and priorities when it comes to 

their health and well-being. Instead, it indicates in a general sense what types of resources, 

goods, and services would allow for a healthy retirement. The following section describes 

the eight components of the framework, each with a set of items that reflect what it means to 

thrive in retirement.

Thriving in the City Framework

Food and Nutrition

Nutrition significantly influences older adults’ general health and well-being, affecting 

sensory functions, cognitive abilities, and chronic disease risk.16 Older adults are at particular 

risk of inadequate diet and malnutrition.17 This component is based on Canada’s Food Guide 

which offers clear guidelines for healthy eating for older adults.18 For a sample grocery list, 

we utilize the 2008 National Nutritious Food Basket developed by Health Canada,19 which is 

aligned with Canada’s Food Guide recommendations. We also include the supplies needed to 

prepare meals from scratch, such as tin foil and food containers. Other cooking equipment 

like appliances and kitchenware are included in the Shelter component.

In addition to groceries, this framework also includes vitamin D supplements. These are 

recommended for adults over age 50 by Canada’s Food Guide to promote bone and muscle 

health, as vitamin D production through the skin becomes diminished with age.20 

• Groceries

• Food preparation supplies 

• Vitamin D supplements

Shelter

Shelter is absolutely necessary for good health; inadequate or unsafe shelter can expose 

individuals to a range of negative physical and mental health impacts.21 Standards from 
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the Canada Mortgage & Housing Corporation22  state that an acceptable home must be: 

affordable, meaning it costs less than 30 percent of a household’s pre-tax income; adequate, 

meaning it is not in need of major repairs; and suitable, meaning it is not overcrowded. For a 

single person, a bachelor unit is considered suitable. We also account for other requirements 

of an acceptable home like furnishings and appliances, repairs and maintenance, and 

insurance. 

The broader city and neighbourhood environment is also important for promoting healthy 

aging. The WHO’s Age Friendly City Guidelines recognize the importance of access to essential 

services such as community programs, health services, and grocery stores, emphasizing the 

importance of walkability and good transit access. 23

Across the GTA, it is far more common for older adults to own their homes rather than rent. 

However, among single older adults, there are substantial number of renter households 

(ranging from 26% in York Region to 48% in the City of Toronto).24 To capture the distinct 

housing needs of renters and owners, we include both scenarios in the framework. In both 

cases, we include a small bachelor unit located within a moderately walkable neighbourhood. 

Given that 59 percent25 of homeowners in Toronto between the ages of 65 and 74 live in a 

single detached houses, we added a third scenario to reflect this population. We assume 

that homeowners are mortgage-free by age 65. We also include other requirements such as 

condo fees and property taxes for homeowners. Both scenarios would require furnishings, 

appliances, and repairs/maintenance, although more so for homeowners.

Renter

• Rent for bachelor unit 

• Utilities

• Equipment 

• Furnishings

• Repairs & maintenance

• Tenant’s Insurance

Homeowner (bachelor/studio apartment)

• Utilities

• Equipment 

• Furnishings

• Repairs & maintenance

• Condo fees

• Property taxes

• Homeowners insurance
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Homeowner (single detached house)

• Utilities

• Equipment 

• Furnishings

• Repairs & maintenance

• Property taxes

• Homeowners insurance

Transportation

Reliable daily transportation is necessary for accessing health services, attending community 

programs, shopping, and visiting family and friends. In Toronto, those with limited transit 

access are more likely to have poor health outcomes such as diabetes.26 Some areas of the 

GTA have limited access to transit, and as a result, many residents rely on private vehicles.27 

In Toronto, focus group participants suggested that they may need a car depending on their 

proximity to transit. Focus group participants in Mississauga agreed that a car is necessity for 

their day-to-day lives, as is regional transit to travel to Toronto for special events.  The majority 

of seniors own their own cars.28 To reflect this reality, we have included two scenarios: one 

for a transit user, and one for a car owner. For the transit user, we include a monthly public 

transit pass, taxi fare, and occasional regional transit and car sharing. For the car owner, we 

include car payments, assuming that a car must be replaced approximately every 10 years. We 

also include items like insurance, gas, parking expenses, and occasional taxi and transit trips.

Transit user

• Public transit 

• Car share 

• Regional transit 

• Taxi 

Car Owner

• Car payments

• Car insurance

• License & registration

• Car repairs & maintenance

• Gas

• Lot/ street parking 

• Public transit

• Taxi
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Physical Activity

Regular exercise is an important part of healthy aging and can support independent living in 

older age.29 Health Canada endorses the Canadian Physical Activity Guidelines for Older Adults 

developed by the Canadian Society for Exercise Physiology.30 According to the guidelines 

to achieve health benefits and improve functional abilities, older adults 65 plus should 

accumulate at least 150 minutes of moderate-to-vigorous intensity aerobic physical activity 

per week, and add muscle and bone strengthening activities at least 2 days per week. This 

can help reduce the risk of chronic disease such as high blood pressure, heart disease, and 

premature death, and help to maintain functional independence, mobility, bone health, and 

mental health.  

In Canada, popular physical activities include walking, gardening, home exercises, 

swimming, and cycling.31 Some focus group participants mentioned that they felt safer 

exercising indoors, particularly in winter when there is a risk of falling. The framework 

includes a membership to a local community recreation centre, which offers a range of 

athletic facilities including gyms and swimming pools, exercise equipment, and group 

classes.  

• Fitness centre membership

Health Care

Comprehensive medical care is essential for protecting health throughout the life course, 

and older adults in particular have high health care needs including drugs, vision, and dental 

care.32-33 Older adults in Ontario can access basic health services including vision care through 

OHIP, and drugs through the Ontario Drug Benefit. However, focus group participants spoke 

about the limitations of these public coverage options and expressed concern about meeting 

their health care needs as they age. They estimated that about one-third of their medications 

were not included under the Ontario Drug Benefit, and also noted that OHIP does not cover 

many health care items that are commonly needed for older adults. We also recognize that in 

Canada almost 75 percent of older adults have at least one chronic health condition that may 

add additional health expenses.34 

While beyond the scope of this work, we recognize that many older adults will need more 

extensive health care services and supports as they age. Focus group participants also 

emphasized the importance of home care and assistance from personal support workers to 

maintain independence and good health as they aged. While home care and long-term care 

services are included through OHIP, the services available are often unable to meet the full 

care needs of the aging population35 and many may turn to private options. As a result, healthy 

and independent aging may involve significant costs. However, calculating these costs 

warrants a more thorough analysis in a separate iteration of this work. 
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To meet the health care needs of a 65-75 year old adult who lives independently without 

significant limitations in the activities of daily living, this framework includes a 

comprehensive health benefits insurance package and additional over-the-counter products.

• Extended health coverage

• Over-the-counter drugs and other health supplies

• Additional expenses from living with a chronic condition

Personal Care

Toiletries, clothing, and cleaning supplies are necessary for maintaining personal 

and household hygiene. These items limit the spread of disease and are important for 

maintaining physical health, but also play an important role in facilitating social inclusion 

and participation. 

• Clothing

• Toiletries 

• Haircuts

• Household cleaning supplies

• Laundry

Social Participation

Social participation is a particularly important part of a healthy aging process; as people 

transition out of their professional lives and the nature of their family roles change, they may 

need to seek out new social activities to meet their psychological and emotional needs. Older 

adults who engage in social activities frequently (at least weekly) are more likely to report 

having good health and are less likely to report feeling lonely or dissatisfied with their lives.36 

While people have distinct preferences for the frequency and type of activity, it is important 

that older adults participate in a range of activities that allow for informal interaction with 

family and friends, solitary time, and connections to community.37 The social participation 

component includes a range of activities that support mental health and reduce social 

isolation.

Hobbies

Lifelong learning and intellectually stimulating hobbies, like reading, listening to music, 

or undertaking creative projects can protect against cognitive decline in older age.38 These 

activities can be undertaken alone, but can also offer social interaction, such as through book 

clubs or workshops. We include some reading materials, music, and a workshop or course. 

Many of these resources are also available for free through the public library. In addition, 
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we include supplies for gardening, one of the common leisure activities noted in our focus 

groups, although this could be substituted for another activity. 

• Books

• Magazine/newspaper

• Music

• Gardening supplies

• Workshop or course

Outings and Socializing

Social activities are particularly important for older adults, as they protect against social 

isolation and loneliness and are strongly associated with health and well-being.38-39 Our 

focus group participants felt that socializing was very important to their sense of well-being. 

In particular, for those who had experienced the death of a spouse or friends, joining clubs 

and associations offered an opportunity to meet new people. Focus group participants also 

mentioned that they enjoy going to sporting events, movies, and other attractions with family 

and friends.

Going out to eat was another preferred social activity in focus groups. Recognizing that 

eating out is often less nutritious than eating at home, we have chosen to limit these outings 

to once per week, below the Ontario average of twice per week.39 We also include some 

additional items for hosting friends or family for meals at home, although most food is 

captured in the Food & Nutrition component.  Civic contributions are also included to account 

for memberships fees associated with joining a club or association. Celebrating special 

occasions is an important social and cultural activity, so gift-giving is also included in this 

component. 

• Cultural outings (tickets to movie, gallery/museum, concert, or sporting event)

• Special occasions (additional food/drink for entertaining at home)

• Gifts (birthdays, holidays, etc.)

• Restaurant outings

• Civic contributions (membership fee to club or association)

Donations 

Maintaining social capital through involvement in ones’ community is an important 

facet of well-being in later life.40 Many older Canadians volunteer their time to causes 

and organizations in their communities, and generally give more of their time than their 

younger counterparts.41 Charitable donations are also an important means of contributing to 

community, and peoples’ donations tend to increase with age.42 In addition, those between 

65-74 are more than twice as likely to participate in regular religious services compared to 

younger adults.44 This participation often comes with expectations of giving, whether in 
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terms of financial contributions to a place of worship or in-kind contributions such as food 

or equipment. To this end, we include charitable donations as part of the social participation 

component.

• Charitable donations

Telecom Services

Access to internet and phone services is necessary for keeping in touch with friends and 

family as well as managing day-to-day tasks like banking or scheduling appointments. The 

majority of Canadian adults now own a smartphone,43 and focus group participants agreed 

that a landline was not necessary. Focus group participants also noted that cable TV was an 

important way to get news and watch television shows and movies.

• Basic home internet

• Basic cable

• Basic smartphone plan

Travel

In focus groups, travelling was identified as an important social activity for older adults. 

Travelling is associated with an improved sense of well-being and perceived health.44 For 

some, visiting new places was an opportunity to relax, learn, and socialize with others. For 

many, the purpose of travelling was to spend time with friends and family, including children 

and grandchildren. Most focus group participants spoke about travelling within Canada. 

However, international travel is also important in the context of the GTA: 68% of adults over 

age 65 were born outside of Canada,45 indicating that they may need to travel abroad in order 

to stay connected with family and friends. Focus group participants noted that, in addition to 

items associated with travel itself, they also needed access to travel health insurance. Many 

focus group participants noted that they value the opportunity to travel in retirement, but 

worry about experiencing a medical emergency while abroad. This component includes train 

or air travel within Canada as well as an international trip. Accommodation is included only 

for one trip, as we assume that people will stay with family and friends otherwise. 

• Domestic travel

• International travel (no accommodation)

• Travel health insurance

Contingencies

Savings and debt were prominent components of the first iteration of the Thriving in the City 

framework for younger adults. However, this component is not included in the framework for 

older adults. Our assumption is that retired older adults have repaid any outstanding debts 
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and have built sufficient savings or investments to manage living expenses. Additionally, 

retired older adults will not have the opportunity to save substantially, as they will have 

withdrawn from the workforce. Therefore, it would not be realistic to include a substantial 

savings component.   

While this framework accounts for everyday expenses, we recognize that unexpected events 

may occur that have not been accounted for. In lieu of regular contributions to long-term 

savings, a small contingency has been included to account for unexpected expenses and 

emergencies. Following the framework from Morris et. al. (2007), this contingency will be 

approximately 6% of total living expenses.

Discussion and Implications
The framework presented here demonstrates that older adults need more than the basics 

in order to thrive as they age. It recognizes the importance of connecting with family and 

friends, continuing to learn new skills, contributing to ones’ community, and preparing 

for more extensive health care needs throughout the aging process.  These activities are not 

luxuries; evidence consistently demonstrates that they are necessary for achieving good 

health and well-being in older age. While individuals may have distinct preferences for 

specific activities or items, each dimension of health is reflected. 

Canada’s retirement income system has been viewed largely as successful, with evidence 

showing a relatively low rate of poverty among older adults.46 However, in Ontario and across 

Canada, the rate of poverty among older adults has increased and fewer adults are financially 

prepared for retirement.47, 48 While voluntary private savings are an important feature of 

Canada’s retirement income system, many low-income older adults cannot save the resources 

required for retirement through their own contributions. 49 In Toronto, there is already 

evidence of income-related health disparities between high- and low-income older adults50 

For example, those with higher incomes are more likely to report being in good general health 

and are more likely to engage in important preventive behaviours such as flu shots. Those 

with lower incomes are also disproportionately female and racialized, suggesting that they 

may face marginalization that affects their health throughout their lives.  If the rate of poverty 

among older adults continues to rise, it is likely that low-income individuals will face greater 

health risks as a result. 

These challenges highlight the importance of understanding Canada’s retirement income 

system through a lens of health and well-being. In policy discussions, the replacement rate 

is often used as a metric to assess income adequacy for older adults. However, this metric 

does not capture the health needs noted in this framework. For example, an assessment 

strictly based on replacement rates would find that low-income older adults would replace 

approximately 80% of their pre-retirement income through OAS, GIS, and CPP.48  This 

figure would lead to a conclusion that “most low-income seniors have adequate income 
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security, with annual retirement incomes equal to or more than income earned during 

their working lives.”51 However, this straightforward metric does not take into account the 

resources required to maintain a healthy life for older Canadians. There is a need for a critical 

examination and discussion about whether low-income Canadians are truly able to thrive, 

both pre- and post-retirement.   

This framework also illustrates how the concept of “thriving”, although grounded in evidence, 

is dynamic and context-specific. Many of the needs described in the framework reflect the 

changing social and economic reality of the GTA. For example, the relatively low rate of home 

ownership within the City of Toronto, likely a function of unaffordable housing prices, means 

that many older adults turn to renting as a more affordable alternative. The need for annual 

travel to visit family and grandchildren speaks to the role of immigration and diaspora in 

the GTA; many older adults have moved to the GTA from elsewhere, and many have family 

connections across Canada and around the world. These social and economic trends will also 

come to bear as the current working-age population moves towards retirement. For example, 

there may be even lower rates of homeownership in the next cohort of older adults, and there 

will likely be even fewer individuals who can rely on employer-sponsored pensions.  

The Thriving in the City framework for older adults offers an opportunity to understand 

what healthy aging looks like in the GTA. If the goal of the retirement income system is to 

help Canadians maintain an adequate level of income to thrive in their retirement, we need 

a different approach to the retirement income system and other policies. This framework 

can be a starting point for understanding how the policies that affect older adults can better 

reflect a vision of health and health equity.
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Introduction

This report provides preliminary population-based estimates of need for housing with support for 

people with serious mental illness or addiction in Ontario.

Various approaches can be taken to estimating need for supportive housing. These include use of 

administrative or clinical data such as waiting lists, consultations with service provider agencies or experts, 

application or projection of relevant data from broader populations, and social or population surveys.

Population-based estimates are a useful systematic approach to understanding needs. Population-

based estimates should be viewed as one approach among others, serving as a form of triangulating and 

cross-checking of estimates produced by other approaches.

There exist no population-based estimates of need for this type of supportive housing in Ontario.  Indeed, 

a review of the large research literature on supportive housing for people with mental illness or addictions 

found no general population-based estimates for any jurisdiction, with two notable exceptions. One of 

these was Waegermakers-Schiff et al. (2014).1 This source briefly reviewed the range and dominant themes 

in the mental health housing literature, identified this large gap, and prepared an estimate for Calgary. 

Another exception was Patterson et al. (2007),2 discussed below.

As prior research has noted,3 there are also no standard methodologies for analyses population-based 

need estimates for housing with support in relation to mental illness (mental disorder) and addictions 

(problematic substance use). However, there are standard methods for key methodological steps or 

components – which can be combined into an overall method as discussed below.

Factors Determining Need for Housing with Support

Conceptual Approach

Patterson et al. (2007) provide a basis for a methodology for population-based estimates of need for 

supportive housing. The following are their components (stages) of estimation:
•	 Adapting measures of the prevalence of mental disorder, and specifically severe mental disorder;
•	 Estimating the percentage that are inadequately housed;
•	 Estimating the percentage that require housing-related support.

The foregoing approach is adapted in the present report, by breaking out components of analysis that 

are standard in more general housing need studies: the household formation rate (headship rate), and 

an analysis of households by income level (quintile). The rationale for this is set out in the sections of this 

report that deal with these components. 

There are also interaction effects between some of these factors: for example, between mental illness 

1 Jeanette Waegemakers Schiff, Rebecca Schiff, and Barbara Schneider (2014), “Developing an Estimate of Supported Housing Needs for Persons 
with Serious Mental Illnesses” International Journal of Population Research, Volume 2014 (online, DOI 10.1155/2014/245024).

2 Michelle Patterson, Julian Somers, Karen McIntosh, and Alan Shiel (2007), Housing and Support for Adults with Severe Addictions and/or 
Mental Illness in British Columbia (Burnaby BC: Centre for Applied Research in Mental Health & Addiction, Simon Fraser University. Prepared 
for the BC Ministry of Health).

3 Waegemakers Schiff et al., p. 2.
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and household formation; mental illness and low income; household formation and need for support. 

These interactions are considered in the discussion that follows.

This series of cascading probabilities is considered in the next five subsections, dealing in turn with 

prevalence of serious mental illness, household formation rates, income levels, need for housing-related 

support, and netting out households already in supportive housing.  An estimate on this basis is then 

provided.

Prevalence of Severe Mental Illness

Several studies based on population surveys have established the incidence of mental illness and 

addictions (mental disorders including problematic substance use).4 Tables 1 to 3 provide data on this. 

Of particular interest are studies which break out “serious” or “severe” mental illness or addictions.5 

Lifetime prevalence is little relevant for the present purpose. For example, if a person has serious 

4 See Kessler, Ronald C., Wai Tat Chiu, Olga Demler, and Ellen E. Walters (2005), “Prevalence, Severity, and Comorbidity of 12-Month DSM-IV 
Disorders in the National Comorbidity Survey Replication,” Archives of General Psychiatry 62 (6): 617-627; Offord, David R., Michael H. 
Boyle, Dugal Campbell, Paula Goering, Elizabeth Lin, Maria Wong, and Yvonne A Racine (1996), “One-Year Prevalence of Psychiatric Disorder 
in Ontarians 15 to 64 Years of Age” Canadian Journal of Psychiatry 41: 559-563; Rush, Brian, Karen Urbanoski, Diego Bassani, Saulo Castel, 
T. Cameron Wild, Carol Strike, Dennis Kimberley, and Julian Somers (2008), “Prevalence of Co-occurring Substance Use and Other Mental 
Disorders in the Canadian Population,” Canadian Journal of Psychiatry 53 (12): 800–809.

5 Canadian Community Health Survey online data, Rush et al. (2008) based on the CCHS, the CMHC 2010 report on the Participation and Activ-
ity Limitation Survey are all of relevant interest but do not identify a prevalence of severe cases.

Prevelance of severe mental illness

Household formation rate

Incidence of low income

Incidence of need for housing-related support

Share not currently in housing with support
 (or not ready)

Net requirement for additional housing 
with support
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depression or serious drug/alcohol use at some point in their lifetime, this does not ipso facto mean 

that they need housing with supports at the present time. Total lifetime prevalence produces a greatly 

exaggerated picture of the size of the population with impaired functioning and activity at any given time. 

Therefore the focus is initially on 12-month prevalence, subject to further comments below.

•	 Kessler et al. (2005), from the National Comorbidity Survey Replication (NCS-R) carried out in 2001-
2003, covering USA English-speaking population age 18 plus, provide data for “serious,” “moderate” 
and “mild” disorders.  

•	 Bijl et al. (2003) reported estimates of severe mental disorders in four countries, mostly affluent 
Western ones and including Canada, based on population survey data.

•	 Patterson et al. (2007), a study conducted for the BC government, provided estimates of mental illness 
and addictions and of severity.  Their prevalence rates for particular disorders draw on several studies 
that were not separately reviewed for this report. 

•	 The Ontario Human Rights Commission (2015) used data primarily from the 2012 Canadian Survey 
on Disability, on “mental/psychological disability” (without breakdown by type), and with severity.

These sources use varying definitions of severe, detailed in Appendix 3. Most gave weight to impacts on 

role and activity in daily life, either as reported by respondents or as previously known from mental health 

research and clinical practice. Appendix 2 also notes some systematic surveys of prevalence that break out 

serious or severe mental illness.6 These data point to a 12-month prevalence of serious or severe mental 

6 Of particular interest are the series of systematic literature reviews by Somers, Wairach, Goldner and Hsu published in 2002 to 2006, synthesiz-
ing international survey and clinical estimates on prevalence of schizophrenic, anxiety, mood, and substance abuse disorders internationally (see 
Table A5 in this report, and references); and for a society very similar to English-speaking Canada, Henderson et al. (2000) “Australia’s mental 
health: overview of the general population survey.”

Table 1 
Prevalence of Serious Mental Illness and Addictions 

tin Ontario and Elsewhere 

12-month prevalence – adults

Authors Survey Source Population Overall           
Prevalence

Prevalence of 
Severe

CANSIM CCHS 2012 Canada 10.1 n/a

Patterson et al. (2007) Various BC, Adults 28.7 6.3

Kessler et al. (2005) Co-morbidity survey  USA, English-speaking 26.2 5.8

Bijl et al (2003) WHO Canada 19.9 3.9

Bijl et al (2003) WHO US, Netherlands, Germany 22.8-29.1 5.4 - 8.2

CMHC (2010) PALS Canada 15.4  n/a

OHRC Disability survey Canada 4.8 3.5

Sources: see references; see also selected details in tables A1 to A4.

Percent of population 15+ or 18+.  See text and Appendix 3 regarding definitions of severity.
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illness and addictions of 3 to 6 percent of adult population, with notable differences among the sources.  

The high end of the 3 to 6 percent range, with 1 in 20 people or more having serious mental illness 

or addiction, clearly applies a broad definition of “serious.” The 12-month prevalence data are likely to 

capture many people whose issues will not impair functioning and activity in an enduring way. For example, 

there will be people who have serious depression or serious drug/alcohol use for a year or two in their life, 

but (perhaps with supports) – are able to move on from that experience. It is people whose functioning, 

social roles, and activities of daily life are impaired in an enduring way that are the population potentially 

needing housing with supports. Some measure of chronicity is needed, as well as more refined or graduated 

measures of functional impairment, but these were not available in the sources reviewed for this report.  

Other sources state a prevalence of serious mental illness ranging between 2 and 5 percent. The MHCC 

Turning the Key cites 2 to 5 percent (see table 8 below) without discussion. The Ontario provincial Auditor’s 

2008 review of Community Mental Health programs7 refers to an estimated 2.5 percent of Ontario population, 

age 16 and higher, having “serious mental illness.” Ontario’s 1988 Graham report, Building Community 

Support for People, used a much narrower definition, equating to 0.4 percent of population.8

Accordingly, this report uses a 12-month prevalence range of 2 to 4 percent of population having severe 

mental illness or addictions. This yields the Ontario and Greater Toronto counts in Table 2.  These are 

not measures of the need for housing with supports, but rather are a starting point for the cascading 

probabilities discussed in the following subsections.

7 Ontario, Auditor General, 2008 report, section 3.06, “Community Mental Health,” p. 172. The report does not estimate the share of the popula-
tion with serious mental illness that requires housing with support

8 Ontario, Provincial Community Mental Health Committee (1988), Building Community Support for People, p. 3: “38,000 are severely disabled 
by schizophrenia, affective disorders, and other mental illnesses.”  Ontario’s 1986 population was 9.1 million as compared to 13.8 million in 
2016. 

Table 2

Estimated Population with Severe Mental Illness and Addictions 

in Ontario and Greater Toronto

 

Population

Age 15+

Severe Mental Illness or Addiction

(at alternative 12-month prevalence rates)

If 2% 

prevalence

If 3% 

prevalence

If 4% 

prevalence

Ontario (2011) 11,058,000 220,000 330,000 440,000

Ontario (2015) 11,601,000 230,000 350,000 460,000

Greater Toronto (2011) 4,995,000 100,000 150,000 200,000

Greater Toronto (2016) 5,642,000 110,000 170,000 220,000

   

Source: Prevalence rates (see prior sections of report) applied to population age 15 and over, census/NHS 2011 and of-
ficial population estimates for 2015-2016.
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Household Formation (Headship) Rates

People with mental health and addiction disabilities or chronic conditions are more likely to live alone.  

This means a higher number of dwellings per person are needed in this sub-population than in the 

population overall.

The relevant statistics are the household formation rate (headship rate), and in particular the propensity 

to live alone in a one-person household. The household formation rate is the ratio of households to 

population, and is a measure of the probability that an individual will form a household.9  To illustrate at 

the individual level: a couple without children has a rate of 0.5 (1 household per 2 persons), while a couple 

with one late-adolescent child living at home has a rate of 0.33 (1 household per 3 persons). Household 

formation (headship) rates for the general population are readily available.  For example, for Greater 

Toronto the census-based household formation rates in 2011 were 50.6% for population age 25 up.10 

There is an interaction effect between the household formation rate and the incidence of low income 

(see next subsection). Low income tends to lower household formation because people are less able to 

pay for a place of their own, even if rented.  But social and health policy should not use a logic whereby 

need is lower as a direct function of economic disadvantage; therefore low income is considered below 

in regard to need for assistance but is not considered here as a distinct factor in household formation.  

If people rely on their family or live in an institutional or group setting because of their disability, this 

reduces household formation. If people rent rooms, this will not show up as a ‘household’ in census 

data, even though they are living on their own. If fewer people form or maintain conjugal or other family 

relationships then household formation will be higher. Empirically, this last factor appears to dominate.

OHRC’s By the Numbers report found that 22 percent of Ontario residents (age 15 up) with a mental 

health disability live alone (in a one-person household) – almost double the 12 percent share of the total 

population that lives alone.11  This equates to a much large share of households, because the remaining 

population has less than one household per person.

Table 3 shows that the household type of people with mental health disabilities (age 15 up) is far more 

likely to be a single-person household (at 41 versus 27 percent of households) and far less likely to be a 

family with children (13 versus 29 percent).12  This is calculated from census data and the CMHC analysis 

of the 2001 Participation and Activity Limitation Survey.13  There is little difference in other household 

types.  The net result is a moderately higher household formation rate, calculated on table 3 as 63 versus 

53 percent.  This is essentially measuring much the same difference as the 22 vs. 12 percent above: an 

9  For a general discussion of headship rates see Michael J. Murphy (1991), “Modelling Households: A Synthesis” Population Studies 45 (supp.): 
157-176. For a recent application to Canada, see Canada Mortgage and Housing Corporation (2013), Long-Term Household Growth Projections 
– 2013 Update (Ottawa: CMHC). 

10  Calculated from census and NHS data. Rates for all ages including 15-25 were lower at 43.4 percent.  Rates for age 65 up were higher at 56.4% 
(applies to 65-74 and to age 75 up).

11 Ontario Human Rights Commission (2015), By the Numbers: A Statistical Profile of People with Mental Health and Addiction Disabilities in 
Ontario (Toronto: OHRC) cites data for categories of disability which equate to a total 11.8 percent of Ontario population living alone. This is 
consistent with 11.7 percent in the2011 census (cat. 98-312-XCB2011030).

12 The percentage in Core Need were little different between the two groups, for other types of households, i.e. non-family shared households, 
single parents, and couple without children.

13 Canada Mortgage and Housing Corporation (2010), 2001 Participation and Activity Limitation Survey: Issue 4—Profile of the Housing Condi-
tions of Canadians Aged 15 Years and Older with an Emotional/Psychological Disability (Research Highlight).
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extra 1 in 10 people with a mental health disability live alone, compared to the general population.

It appears probable that these higher household formation rates are more pronounced for people with 

more severe mental health or addictions issues, but specific data are lacking.

For purposes of the general estimates below, a household formation rate of 60 to 70 percent will be 

used, i.e. a range close to but skewing upward from the 63 percent cited above.  

Prevalence of Low Income

The subset of households that has mental illness or addiction and low income may require housing with 

support.  The subset that has lower-middle to upper income can obtain market housing.  While a person 

in the latter group may require housing support, he or she does not need a program to provide housing.

Low personal income does not directly imply low household income, but it raises the probability.  For 

example, many people with personal income under $20,000 live in a household with two or more earners/

Table 3

Household Formation Rates: Estimated Variation by Mental Health

 

Estimated Average 
Household Size

Resulting Household 
Formation Rate

Distribution by Household Type

Persons with “Emo-
tional /

Psychological Dis-
ability”

All 

Persons

Living alone 1.00 1.00 41.3% 27.2%

Living with other (non-family) 2.50 0.40 8.3% 7.1%

Lone parent family 2.80 0.36 24.1% 21.4%

Couple without children 2.00 0.50 12.9% 14.8%

Two-parent family 3.80 0.26 13.4% 29.4%

  100% 100%

   

Overall household formation rate 63% 53%

  

Distribution by household type from CMHC (2010), PALS Issue 4—Profile of the Housing Conditions of Canadians Aged 15 
Years and Older with an Emotional/Psychological Disability.   

Estimated household size calculated here from number of children by household type, Statistics Canada, 2011 census, cat 98-
312-XCB (except non-family, 2.5 assumed here).

Overall household formation rate calculated here = ∑ (percent share x Household formation rate for each row)
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beneficiaries and a resulting combined income above $30,000.  At that level the household can afford 

market rents.  Only those with low household income require housing assistance.14  

People with mental health disabilities tend to have lower incomes than others. This reflects the reality 

that it is more difficult to maintain stable employment, especially high-skilled employment. Two main 

sources document the relative incomes for Ontario and Canada.  Prevalence data from the Canadian 

Community Health Survey show that one-third15 of Canadians with selected mental and behavioural 

disorders are in the first quintile of personal income (Table 4).  

OHRC’s By the Numbers report, drawing on the 2012 Canadian Survey on Disability, shows that in Ontario 

the average personal income and the household income for people with mental health problems are only 

about 60 percent of the level for those without disabilities. It shows that the incidence of low personal 

income among people with mental health problems is 20 percent, which is twice the incidence for those 

without a disability.  The incidence of Core Housing Need, an indicator highly correlated with low income, 

is almost 30 percent, again twice the general rate.16  

The income differences reported by these two sources are broadly consistent. It is unclear from the two 

in combination whether the tilt to low household income is stronger than that to low personal income 

of not.  Differences from the general population will probably be larger for people with a severe mental 

illness or addiction, but specific data are not available.

14 The probability that a person with low personal income is in a low-income household could be calculated from census microdata, but this has 
not been done for this report.

15 CCHS data used in Lightman et al. Poverty is Making Us Sick (background data tables) show prevalence for those in the first quintile of personal 
income, of 14.6% for any mental or behavioural disorder; 8.1% for  anxiety disorder, and 10.5% for mood disorder. This equates mathematically 
to respectively 32%, 34%, and 33% of those with such conditions being in the first quintile.

16 OHRC p. 43: personal income $18,610 for those with a “mental/psychological disability” vs. $30,578 for those with no disability; household 
income $51,267 vs. $82,631; p. 29, Core Need 29 vs. 14 percent; p. 46, percent below LICO 19.6 percent vs. 10.4 percent.

Table 4

Prevalence of Selected Chronic Conditions by Income Quintile

Canadian Community Health Survey: Indicative Data

Income quintile (personal income) Average Ratio:

Lowest 
quintile 
value to 
average

Implied Share 
in First Quin-

tile1st (low-
est)

2nd 3rd 4th 5th 
(high-
est)

Rates per 1,000 population

Mental & behavioural disorders* 146 90 81 77 64 92 1.6 32%

Anxiety (subcategory) 81 44 42 39 35 48 1.7 34%

Mood disorders (subcategory) 105 64 55 54 39 63 1.7 33%

Source: Canadian Community Health Survey, background data for Poverty is Making us Sick (2008)1

*Includes include anxiety disorders, mood disorders, Alzheimer’s or dementia and schizophrenia.

Share in first quintile is computed arithmetically from the prevalence within equal populations in each quintile.
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These income effects will not be fully offset by rent subsidies if available. An RGI benefit of typically 

about $7,000 annually, accessible via a long waiting list, does not fundamentally alter the inequality of 

income or the resulting constrained housing options and reduced ability to afford to run a household.  

A reasonable conclusion based on the available data is that about one-third of persons with mental 

illness or addiction have low household income, compared to about one-fifth of all households.

For purpose of the general estimates in section 3, an incidence of low household income of 30 to 40 

percent is used, i.e. a range close to but skewing upward from the 33 percent cited above.  

Incidence of Need for Housing-related Support

Among people with serious mental illness, the share requiring funded supports to maintain stable 

housing is high but not universal.  Waegemakers Schiff et al. (2014)17 note that not all require housing-

related support.  Many people live with chronic depression in a house they own or live with stable tenancies, 

despite histories of diagnosed schizophrenia.  Some people may rely on the support of others in their 

household.  

As noted, the relationship of prevalence to a need for housing with support is not direct. Of all the 

parameters discussed in section 2 of this report, this one is the least well quantified in existing research. 

Some key points in this regard: 
•	 Not everyone with a severe or serious mental illness needs housing-related support, even if they are 

living on their own.  For example, substance use disorders, major depressive episodes, and suicidal 
thoughts are not uncommon in many people’s lifetimes and even in a given year, but in many cases 
this does not mean a need for housing with supports.  

•	 On the other hand, it is not only severe diagnoses such as schizophrenia or psychosis that mean a 
person needs housing with support.  These conditions perhaps most often lead to difficulty keeping 
regular employment, inadequate income, social isolation, and functional disabilities in maintaining 
stable housing.  But major depression as well as severe drug/alcohol dependency and various other 
mental illnesses may have the same result.18

Durbin et al. (2005, p. 7)19 reported data on need for support among about 4,300 clients/residents in 

community mental health housing programs, as part of a broader 1998-2001 assessment of needs in 

Ontario’s community mental health programs and psychiatric hospitals. “Among those receiving service 

from provincial psychiatric hospitals, 72% of inpatients and 47% of outpatients were assessed as needing 

housing support. Of those using community mental health services, 35% overall were rated as needing 

housing support, including 70% of those using ACT, 44% of those using case management and 47% of those 

using social/recreational programs.”  Patterson et al. (2007, p. 33), examining needs in BC in consultation 

with an expert advisory group, concluded on this basis “that approximately 70% of adults with SAMI 

[serious addictions or mental illness] who are inadequately housed are also inadequately supported.”  

There is an expected interaction effect between low income and aspects of household formation (especially 

being in a single-person household), and the need for support. A person with low income who lives alone 

17  Waegemakers Schiff, Schiff, and Schneider (2014).
18  ibid., p. 2.
19  Janet Durbin, Lindsey George, Christopher Koegl, and Caitlin Aitchison-Drake (2005), Review of Ontario Mental Health Supportive Housing 

System and Potential Data Sources for System Monitoring (for the Ontario Ministry of Health and Long Term Care). 
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may be less able to draw on informal family support, or to use his or her better resources to access various 

types of non-housing-related support. 

There is also an expected interaction effect between use of a high versus low prevalence estimate of 

severe mental illness and the need for support. A higher prevalence estimate will tend to capture more 

people who have a lesser need for support, thereby lowering the overall incidence of need for housing-

related support.

The sources above point to a range of between 50 to 70 percent of persons with serious mental illness 

needing housing support.  This range is used below in estimating the share of the relevant subpopulation 

that requires housing-related support.

Already Living in or Not Ready for Supportive Housing

In arriving at estimates of unmet need (net requirements) for housing with support, it is also necessary 

to net out two other populations:

a) Currently living in housing with support 

The Wellesley Institute report Taking Stock of Supportive Housing20 identifies approximately 23,000 

households in Ontario (including persons in rooms/beds in congregate housing) that currently receive 

housing with support in regard to mental illness or addictions. This includes housing targeted to chronic 

homelessness, for people with a high prevalence of mental illness or addictions.

b) Residing in institutions and not ready for community living 

Many or most people in institutions such as mental health hospitals are able to live successfully in the 

community if housing with support is provided, but not all.  Some number of people at any given point 

in time are in institutions and not able to leave for legal or medical reasons.  This may include people 

hospitalized or in quasi-institutional settings with very severe mental illness, people who also have long 

term care needs, and those who are in jail, prison, or other correctional facilities.  

Data to measure this precisely are not readily available. Nevertheless, the general magnitude can be 

estimated from hospital and correctional (prison and jail) data:
•	 Nearly 5,200 adults had a long-stay or ALC hospital day for mental health or addictions (fiscal 2007).21 

This would include some – probably a minority – who have a home in the community.
•	 Ontario has about 8,000 people in correctional institutions. This comprises sentenced custody, as 

well as remand and other temporary detention; it excludes people on probation, parole, or subject 
to statutory release or long-term supervision, and conditional sentences. The precise number was 
8,253 (2013/14) and 7,785 (2014/15).22 The prison and jail population has a relatively high incidence 
of mental illness, especially once addictions are included. It has been reported that in 2007 about 
one-fifth used prescribed medication for mental health issues; the estimated incidence of mental 

20  Greg Suttor (2016), Taking Stock of Supportive Housing in Ontario (Toronto:  Wellesley Institute).
21  Dale Butterill, Elizabeth Lin, Janet Durbin, Yona Lunsky, Karen Urbanoski, and Heather Soberman (2009), From Hospital to Home: The Tran-

sitioning of Alternate Level of Care and Long-stay Mental Health Clients (Toronto: Centre for Addiction and Mental Health), p. 13ff.
22  Statistics Canada, “Adult Correctional Statistics in Canada, 2014/2015” http://www.statcan.gc.ca/pub/85-002-x/2016001/article/14318-eng.htm 

(accessed October 2016). 

http://www.statcan.gc.ca/pub/85-002-x/2016001/article/14318-eng.htm
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illness is in the range of one-half to two-thirds, and up to 85 percent if substance use is included.23  

These population estimates are broad rather than precise. Moreover they do not translate directly 

to households. The cascading propensities that are elaborated above will not apply precisely to these 

institutionalized populations, as the incidence of low income will be much higher here. The corresponding 

number of households appears likely to be approximately one-fifth or less of the combined 11,000 population 

in these two categories. This implies a preliminary estimate of about 2,000 households.

There is an interaction effect between the hospital and prison/jail population and need for housing-

related support: institutionalized population could be lower if sufficient supportive housing were available. 

This consideration is not specifically factored into the estimates in this report. 

The sum of households currently in supportive housing and a household-equivalent count of population 

in hospitals, prisons, or jails is approximately 25,000. This is a preliminary estimate. This is subtracted 

from the estimate of need that is generated based on the factors discussed in the preceding subsections.

Preliminary Population-based Estimate of Need 

Table 5 sets out the cascading set of probabilities discussed above, thereby estimating a range of 

population-based need for housing with supports for to mental illness and addictions in Ontario.  

23  Maire Sinha (2009), An Investigation into the Feasibility of Collecting Data on the Involvement of Adults and Youth with Mental Health Issues 
in the Criminal Justice System (Statistics Canada, Crime and Justice Research Paper Series, cat. 85-561-M).

Table 5

Estimated Need for Housing With Supports

(Serious Mental Illness and Addictions):

Range of Probabilities based on Cascading Factors

Prevalence of serious mental illness &/or addic-
tions 4% 2%

↓ ↓ ↓ ↓

Percent forming their own household 60% 70% 60% 70%

↓ ↓ ↓ ↓ ↓ ↓ ↓ ↓

Percent that have low income 30% 40% 30% 40% 30% 40% 30% 40%

↓ ↓ ↓ ↓ ↓ ↓ ↓ ↓

Requiring supports to maintain stable tenancy 50% to 70% 50% to 70%

↓ ↓ ↓ ↓ ↓ ↓ ↓ ↓

Prevalence of need for housing with supports 

(households needing housing with support, as a 
percentage of total adult population)

0.7 1.0 0.8 1.1 0.4 0.5 0.4 0.6

Source: Probabilities based on Tables 1, 3, and 4, and related discussion in text.
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However, if a broad definition of severe mental illness is used (4 percent prevalence) then the incidence 

of need for housing-related support will be pulled lower, and if a narrow definition is used (2 percent 

prevalence) it will be pulled higher. Therefore it is reasonable to omit the high and low outliers. The 

resulting estimated need for housing with support is in the range of 0.5 percent to 1.0 percent of the 

population age 15 or more.

These propensities can now be applied to the actual population of Ontario from Table 2 above. Table 6 

uses the 0.5 percent to 1.0 percent ratios generated above and applies them to that population, to produce 

an estimate of the need for housing with support, expressed as a number of households or housing units.

Population growth

The remaining factor to be considered is population growth. The need for supportive housing is a 

function not only of existing need, but of ongoing growth.

Ontario’s population age 15 and up is projected to grow by about 1.1 percent annually – or 11 percent 

decennially, i.e. 1.3 million people added each decade.  The projected growth rate (age 15 up) is much 

higher in Greater Toronto, at approximately 15 to 16 percent per decade or 0.9 million.  It is projected at 

7 percent per decade in the rest of the province, or 0.4 million.24

Applying this to the estimated population-based need for supportive housing yields the following 

requirements to keep pace with population growth (Table 7). 

24 Calculated from Ontario Ministry of Finance (2014), Ontario Population Projections, 2013–2041, Tables 6 and 10 (Reference Scenario).  Ac-
cessed at http://www.fin.gov.on.ca/en/economy/demographics/projections/table4.html. Decennial increase for Ontario population (millions, age 
15+) in overlapping decades: 1.335 (2016-26), 1.366 (2021-31), respectively 11.4 and 11.0 percent.  Decennial increase for the GTA (millions) 
0.904 (2016-26), 0.927 (2021-31), respectively 16.0 and 15.2 percent. 

Table 6

Estimated Range of Need for Housing with Support: Ontario

(mental illness or addiction)

Ontario Population estimate 2015 (age 15+): 11,600,000

Prevalence, need for housing with support 0.5% 0.6% 0.7% 0.8% 0.9% 1.0%

Resulting need for housing with support 58,000 70,000 81,000 93,000 104,000 116,000

Existing housing with support + institutional 25,000 25,000 25,000 25,000 25,000 25,000

Net requirement, added housing with support 33,000 45,000 56,000 68,000 79,000 91,000

Source: Prevalence from cascading propensities in Table 5; the low (0.4%) & high (1.1%) outliers are omitted – see text.

Population estimates 2016 from Ministry of Finance projections (predating availability of 2016 census).
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Conclusions
This report has generated an estimate of the need for housing with support for mental illness and 

addictions. This is based on cascading prevalence and propensities of severe mental illness, household 

formation, low income, need for support in this subset, and bearing in mind the population already in 

housing with support (or in institutions and not ready). 

The low end of these estimates is a net requirement of 33,000 units for existing need, plus 640 units 

annually for population growth. If expressed in terms of units required over a period of a decade, this 

equates to approximately 4,000 units annually.  The corresponding high estimate is 10,000 units annually. 

This estimate does not include people who may need housing support due to long-term homelessness 

and related disabilities or chronic conditions, but do not have a serious mental illness or addiction.

Table 7

Growth-related Needs in Ontario

Existing Need for 

Supportive Housing

(alternative estimates)

Units Needed 

Annually  to meet 

Population Growth

(1.1%/year)

58,000 640

70,000 770

81,000 890

93,000 1,020

104,000 1,140

116,000 1,280

Source: Col. 1 from Table 6, 1.1% growth per text.

Note: The netting out of existing supportive housing does 
not apply to growth calculations.
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Appendices

Appendix 1 – Comparison to Other Estimates

a) Turning the Key

The Mental Health Commission of Canada’s Turning the Key report25 provides some general estimates 

of need the need for supportive housing for mental illness and addictions; it does not provide an overall 

population-based estimate.  

It cites the prevalence of mental illness in the population, as well as estimates that 30 to 50 percent of 

the homeless population have serious mental illness, and estimates that 20 to 40 percent of people living 

with serious mental illness are inadequately housed.26  It cites the Kirby report data,27 and notes that this 

excludes those who are homeless or ‘hidden homeless’ such as couch surfers.  It also notes prior estimates 

of the incidence of inadequate housing and Core Housing Need (closely related categories) among people 

with serious mental illness, prevalence of the latter, and the latter among homeless people.  

On this basis, Turning the Key estimated the range of housing need among people with serious mental 

illness, shown in Table 8.28  For Ontario, the low to middle values in lines 2 and 3 of this table are in the 

same range as the estimates in the present report.

25 John Trainor, Peggy Taillon, Nalini Pandalangat, et al. (2012), Turning the Key: Assessing Housing and Related Supports for Persons Living 
with Mental Health Problems and Illness (Mental Health Commission of Canada and Centre for Addiction and Mental Health).

26 ibid, p. 89.
27 The Kirby data that 27 percent of people with mental illness are in Core Housing Need is mis-cited as 27 percent being homeless.
28 It should be noted that Inadequate housing and Core Need are closely related categories, and that homeless in this source appears to refer to 

absolute homelessness.

Table 8

Estimates of Housing Need in Turning the Key

Counts of individuals with serious mental illness Ontario Canada

1. Total with serious mental illness 

     (based on 2 – 5% prevalence rate)

199,000 – 498,000 521,000 – 1,302,000

2. Inadequately housed (at 20 – 40% of line 1) 40,000 – 199,000 104,000 – 521,000

3. In Core Housing Need (at 27% of line 1 range) 54,000 – 134,000 141,000 – 352,000

4. Homeless with mental illness  (at 30–40% of 

     homeless population – see sources below)

17,000 – 46,000 45,000 – 120,000

Source: Trainor et al (2012), Turning the Key.  Data rounded here to nearest 1,000.

Total homeless population used to compute line 4  (at 0.58 – 
1.7% of total population): 58,000 – 115,000 151,000 – 299,000
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b) Kirby Report

The 2006 Senate committee report on mental illness and addictions (Kirby report)29 provided an estimate 

of the number of housing units required to bring the incidence of Core Housing Need among people with 

mental illness or addictions down to the average level for the Canadian population.30  

The report cited tabulations prepared by Canada Mortgage and Housing Corporation for the senate 

committee, that while 15% of the overall Canadian population is in Core Need, for people living with mental 

illness it is 27% (approximately 140,000 people).  The report concluded on that basis that approximately 

57,000 new affordable housing units were needed to bring down the proportion of people living with 

mental illness down to the level for the Canadian population overall.  See below on a pro rata application 

of this to Ontario.

c) AMHO, Time for Concerted Action on Supportive Housing

This report called for 26,190 added units of supportive housing, citing a range of related needs indicators. 

It is understood that this figure was intended to correspond to other indicators of need. It is approximately 

equivalent to the numbers on The Access Point waiting list in the City of Toronto, factored up to provincial 

population. It also has equivalency to the Kirby report number, factored down from nation to Ontario 

population, with some adjustment. (The 26,190 is 45 percent of the Kirby 57,000 while Ontario is 38 percent 

of national population.) The figure was also triangulated on a bottom-up basis from the mix of types of 

housing with support that, based on the experience of providers, is needed in Toronto.31

d) Estimates for Calgary – Waegemakers Schiff, Schiff and Schneider

Waegemakers Schiff et al.32 estimated the need for supportive housing in Calgary by calculating (a) the 

known prevalence of schizophrenia, and (b) the relative proportions of people with schizophrenia and 

other mental health or addictions diagnoses in existing supportive housing.  

The rationale is approximately as follows.  Schizophrenia is more prevalent than other conditions 

among those in supportive housing for mental illness and additions.  This is due to its severe effects on 

employment, social support, and personal stability.  Its prevalence is clearly measured.  Other diagnoses 

may have less clear-cut or universal implications for housing support. The relative presence in supportive 

housing of people with such other diagnoses is an indicator of the extent to which those other conditions 

lead to a need for housing with support.  The sum of these two terms (prevalence of schizophrenia, and the 

ratio of other diagnoses in supportive housing) yields an overall measure of need for supportive housing.

The researchers noted that the prevalence of schizophrenia in various jurisdictions is 0.3 to 2 percent, 

and 0.8 percent in Calgary.  They found, from three prior studies, that the percentage of persons with 

schizophrenia in supportive housing (for mental illness and addictions) was 55 percent (+ 5 %) in various 

29 Canada, Standing Senate Committee on Social Affairs, Science and Technology (2006), Out of the Shadows at Last: Transforming Mental 
Health, Mental Illness and Addiction Services in Canada (Final Report of The Standing Senate Committee on Social Affairs, Science and Tech-
nology, Hon. Michael J.L.Kirby, Chair) [Kirby report].

30  ibid, section 16.5.3, “Mental Health Housing Initiative” at http://www.parl.gc.ca/Content/SEN/Committee/391/soci/rep/rep02may06part6-e.
htm#_Toc133223358 

31 Communication, supportive housing providers.
32 Waegemakers Schiff, Schiff and Schneider (2014).
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jurisdictions.  On that basis they calculate the need for supportive housing.  

The implied rate of need for supportive housing, although only an absolute figure is set out in the article, 

is (0.8) + (0.45 / 0.55 x 0.8) = 1.45 percent of adult population.  

If applied to the 2011 Ontario or Greater Toronto population, this 1.45 percent would yield respectively 

160,000 and 72,000.  This is considerably higher than the estimates in the present report.

e) Disability Survey Data and Housing Need

The Statistics Canada 2001 Participation and Activity Limitation Survey included data for persons with 

specific disabilities, one of these being “emotional/ psychological.” CMHC analysed the 2001 PALS data 

with respect to housing need, for people age 15 or more.33  Data for individuals are tabulated according to 

whether they live in Core Housing Need. The latter refers to housing that costs no more than 30 percent of 

household income and is not overcrowded or in serious disrepair, for households with income below the 

level where local average rents are affordable. Although PALS includes data on “severe” and “very severe” 

emotional/ psychological disability, housing need was not reported for those subgroups.

The incidence of Core Housing Need was much higher (age 15 up) for people with an emotional /

psychological disability, at 22.7 percent versus 9.1 percent of those without a disability. Among those (age 

15 up) in renter households, 37.2 percent with an emotional /psychological disability were in Core Need 

compared to 21.1 percent for those without disabilities.  

The higher incidence of Core Need was almost entirely in the age 45-64 bracket, where 42 percent of 

people with an emotional /psychological disability were in Core Need versus 23 percent of those without 

disabilities. This age pattern applied with minor differences to both men and women. Although the data 

do not disaggregate this, it is highly likely that this is correlated with the higher incidence of living alone, 

i.e. with only one’s own income, and the lower incidence of living in a family with children, i.e. with more 

than one earner on average. Living alone and having an emotional /psychological disability in the peak 

earning years are strong contributors to high housing need for people with mental health problems.

f) Wellesley Institute, Low income and mental illness (CCHS Data)

Data from the CCHS for the Wellesley Institute’s report (2010) Poverty is Making Us Sick indicated that 

the overall incidence of mental and behavioural disorders in the lowest quintile of personal income is 

14.6 percent (146 per 1,000).  The appropriate interpretation is primarily that mental illness or addictions 

makes it more likely that a person will be poor; and secondly that low income may also put one at greater 

risk of some mental illnesses or addictions.  

The 14.6 percent has been cited without appropriate caveats as indicating the incidence of need for 

housing-related supports in the low-income population, or in specific subsets of it.  This is not a reasonable 

or reliable inference on the basis of these CCHS data and is certainly too high.34  It also creates a risk that 

it will be cited in ways that contribute to stigmatization and stereotyping of people with low incomes.

33 Canada Mortgage and Housing Corporation (2010), 2001 Participation and Activity Limitation Survey: Issue 4—Profile of the Housing Condi-
tions of Canadians Aged 15 Years and Older with an Emotional/Psychological Disability (Research Highlight).

34 In addition, the reliability of sub-population estimates in these data requires further review.  As well, the Inclusion of age-related dementia, 
together with high frequency of low income among the elderly, makes it possible that data overstate the prevalence of mental disorders among 
the general low-income adult population.
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g) Homeless people with serious mental illness and addictions

Numerous sources show a high prevalence of serious mental illness and addictions among people 

experiencing chronic homelessness. This combination is direct evidence of need for housing with supports.  

None of these provides an estimate for Ontario.  Given that many people are housed but at high risk of 

homelessness or problematic mental health, the number of homeless people with serious mental illness 

or addiction is not the total need for housing with support, but rather a significant subset.

h) Long hospital stays and ALC for mental illness and addictions

In the Ontario hospital system, people occupying hospital beds who no longer require that level of care 

but cannot be discharged, usually due to lack of suitable housing or care available upon discharge, are 

designated ALC (Alternate Level of Care). A significant share of people in this situation have mental illness 

or addictions and the key thing in the way of suitable discharge is lack of suitable housing with supports.  

In addition, many people with these needs have long hospital stays.

Butterill et al.35 provide data on this based on Ontario health system data for 2007/08.  Highlights are:  
•	 There were 5,520 people hospitalized for mental health and addictions reasons who had either long 

stays or some ALC days.
•	 Although some were hospitalized for shorter periods, stays of over 90 days were prevalent, and this 

group and it accounted for 1.06 million bed-days which were either long stays or ALC.  
•	 The long-stay and ALC bed-days among this population accounted for half (51 percent) of ALC and 

long/stay days among all categories of long-stay patients, 
•	 The long-stay and ALC bed-days comprised half (48 percent) of all patient-days for mental health or 

addictions needs.

In sum, people hospitalized with mental health issues or addictions who are either there for long 

periods or become ALC are a significant part of the ALC issue, encountering significant barriers to suitable 

discharge in to the community.  The implication for supportive housing is by no means direct, but if the 

1.06 million bed-days were full-year stays, it would equate to 2,900 persons.  

This is a measure of fairly severe needs and is much smaller than the broader estimates arrived at above.

35 Butterill et al. (2009) From Hospital to Home, pp. 12ff, 55-56.
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Appendix 2 – Selected Evidence on Prevalence of Serious Mental Illness

Table A.1

Prevalence of Mental Illness and Addictions in Canada (CCHS)

Prevalence, Age 15+

(percent of 

population)

Lifetime 1-year

Any selected disorder (mental or substance) 33.1 10.1

Any mood disorder 12.6 5.4

Major depressive episode 11.3 4.7

Bipolar disorder   2.6 1.5

Generalized anxiety disorder   8.7 2.6

Any substance use disorder (alcohol or drug) 21.6 4.4

Suicidal thoughts 11.9 3.3

Perceived mental health, fair or poor   7.8 1.3

Schizophrenia or psychosis* - 1.3

Post-traumatic stress disorder* - 1.7

Eating disorder* - 0.4

Attention deficit disorder* - 2.6

 

Source: Canadian Community Health Survey, 2012, CANSIM table  105-1101

* Current diagnosed condition (not 1-year prevalence)
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Table A.2

Estimates of Severe Mental Illness and Addictions in BC

12-month 
Prevalence 

per 100

Percent Se-
vere

Calculated 
Prevalence of 

“Severe”

“Severe” net of 
Assumed 50% 
Co-morbidity

(a) (b) (c) (d)

Major Depressive Disorder 4.1 35% 1.4 0.7

Dysthymia 1.5 36% 0.6 0.3

Bipolar 0.7 55% 0.4 0.2

Anxiety 12.6 22% 2.8 1.4

Schizophrenia 0.3 70% 0.2 0.1

Psychotic NOS 0.5 40% 0.2 0.1

Substance Abuse Dependence 8.4 30% 2.5 1.25

Eating Disorders (Anorexia Nervosa) 0.6 10% 0.1 0.05

TOTAL 6.3% 3.2%

Source: Columns a & b from Patterson et al. (2007), Section 3, table 1.

(All source data rounded here to 1 decimal.  ‘Delusional’ omitted here due to incidence ≤0.3%).

Columns c & d calculated here from that data; the 50% assumed co-morbidity is from Patterson et al.

Overall prevalence calculated here on 2006 BC population. 

Dysthymia is persistent mild to moderate depression.
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Table A.3

Prevalence of Serious Mental Illness in the USA

 

Total 1-Year Preva-
lence ‘Serious’ Resulting Prevalence of 

‘Serious’ Disorder* 

% of population % of col 1 % of population

ANXIETY DISORDERS

Panic disorder 2.7 44.8 1.2

Agoraphobia without panic 0.8 40.6 0.3

Specific Phobia 8.7 21.9 1.9

Social Phobia 6.8 29.9 2.0

Generalized anxiety disorder 3.1 32.3 1.0

Posttraumatic stress disorder 3.5 36.6 1.3

Obsessive-compulsive disorder 1.0 50.6 0.5

Separation anxiety disorders 0.9 43.3 0.4

Any anxiety disorder 18.1 22.8 4.1

MOOD DISORDERS  

Major depressive disorder 6.7 30.4 2.0

Dysthymia 1.5 49.7 0.7

Bipolar I and II disorders 2.6 82.9 2.2

Any mood disorder 9.5 45.0 4.3

IMPULSE CONTROL DISORDERS 

Oppositional defiant disorders 1.0 49.6 0.5

Conduct disorders 1.0 40.5 0.4

Attention-deficit/hyperactivity disorders 4.1 41.3 1.7

Intermittent explosive disorder 2.6 23.8 0.6

Any impulse control disorders 8.9 32.9 2.9

SUBSTANCE DISORDERS

Alcohol abuse 3.1 28.9 0.9

Alcohol dependence 1.3 34.3 0.4

Drug abuse 1.4 36.5 0.5

Drug dependence 0.4 56.5 0.2

Any substance disorder 3.8 29.6 1.1

ANY DISORDER

Any 26.2 22.3 5.8

1 disorder 14.4 9.6 1.4

2 disorders 5.8 25.5 1.5

> 3 disorders 6.0 49.9 3.0

Source: Kessler et al (2005), from National Comorbidity Survey Replication (English-speaking US population age 18+).  
Right-hand column calculated here.   

Selected categories were assessed on subsamples rather than the full sample.  

Schizophrenia omitted (see text).  Impulse control disorders are with reference to respondents age 18 to 44.  
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Table A.4

Twelve-month Prevalence of DSM-IV Disorders in Five Countries,

With Severity

Canada Chile Germany Netherlands USA

Percent of population

Type of Disorder

Mood disorder 4.9 9.0 11.9 8.2 10.7

Anxiety disorder 12.4 5.0 11.9 13.2 17.0

Substance use disorder 7.9 6.6 5.2 9.9 11.5

Any disorder 19.9 17.0 22.8 24.4 29.1

Severity of Disorder

None 80.1 83.0 77.2 75.6 70.9

Mild 12.4 8.1 10.8 14.1 13.8

Moderate 3.6 5.5 6.6 4.2 7.0

Serious 3.9 3.3 5.4 6.1 8.2

Source: Bijl et al. (2003), Exh. 2, data from World Health Organization compilation of national surveys 
of adult population in 1990-99 period.  See caveats in source regarding comparability.

Table A.5

Twelve-month Prevalence of Various Mental Health Disorders

(simplified summary)

Schizo-
phrenic

Disorder

Anxiety

Disorder
Mood Disorder

Substance use 

Disorder

Percent of population

Prevalence range (95% confi-
dence interval) 0.6–1.2 % 7.5–14.3% 5.7–9.7% 6.4–10.9%

Best estimate of prevalence 0.85% 10.6% 7.5% 8.4%

Source: Goldner et al., (2002); Waraich et al. (2004); Somers et al. (2004), Somers et al. (2006).
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Appendix 3 – Definitions of Severity

a) Kessler et al. (2005)

Kessler et al. classify the DSM-IV mental disorders as serious or severe (both terms are used) based 

on a mix of specific behavioural and diagnostic impacts. These include multiple days ‘out of role’, days 

entirely unable to carry out normal daily activities, certain diagnoses, ratings on the Sheehan Disability 

Scale, and suicide attempts or violence. Verbatim text as follows:

Twelve-month cases were classified as serious if they had any of the following: a 12-month suicide attempt 

with serious lethality intent; work disability or substantial limitation due to a mental or substance disorder; 

positive screen results for non-affective psychosis; bipolar I or II disorder; substance dependence with serious 

role impairment (as defined by disorder-specific impairment questions); an impulse control disorder with 

repeated serious violence; or any disorder that resulted in 30 or more days out of role in the year. Cases not 

defined as serious were defined as moderate if they had any of the following: suicide gesture, plan, or ideation; 

substance dependence without serious role impairment; at least moderate work limitation due to a mental 

or substance disorder; or any disorder with at least moderate role impairment in 2 or more domains of the 

Sheehan Disability Scale. (The Sheehan Disability Scale assessed disability in work role performance, household 

maintenance, social life, and intimate relationships on 0-10 visual analog scales with verbal descriptors and 

associated scale scores of none, 0; mild, 1-3; moderate, 4-6; severe, 7-9; and very severe, 10.)…   To assess the 

meaning of the severity ratings, we compared number of days in the past 12 months respondents were totally 

unable to carry out their normal daily activities because of mental or substance problems. The mean of this 

variable was significantly higher (F = 17.7; P<.001) among respondents classified as serious (88.3) than those 

classified as moderate (4.7) or mild (1.9).

b) Patterson et al. (2007)

Patterson et al. defined “severe” addictions and/or mental illness (SAMI) based on functional capacity, 

that is, the person’s ability to actively engage in personal, social, and occupational areas of daily life. 

Verbatim text as follows (p. 16 in original 2007 version):

Given that many individuals whose illnesses do not fall into the categories of psychotic and/or severe mood 

disorders but who are nonetheless chronically impaired by mental illness and/or substance abuse, we defined 

SAMI across all of the major mental disorders (Axis I, see DSM-IV-TR) based on estimates of functional capacity 

(i.e., an individual’s ability to actively engage in personal, social, and occupational areas of daily life…)…

It should be noted that our definition of SAMI is somewhat more inclusive than what has been widely used 

in the past (e.g., NIMH, 1987; Slade et al., 1997). Our definition includes all mood, anxiety and substance use 

disorders, which are more prevalent in the general population than bipolar and psychotic disorders. While 

it may be argued that most mood and anxiety disorders are not as severe as psychotic and bipolar disorders, 

many individuals with Major Depressive Disorder, Post-Traumatic Stress Disorder, Obsessive Compulsive 

Disorder, Panic Disorder, and Substance Use Disorders are severely impaired. We believe that a definition of 

SAMI that does not include these disorders underestimates the population that is functionally impaired due 

to mental illness and in need of housing-related support services.

Our definition of SAMI does not include personality disorders, which often result in long-standing disability. 
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Inter-rater reliability for personality disorders (Axis II) is much lower than for Axis I disorders (Zimmerman, 

1994), and the population prevalence and severity prevalence information is not as reliable. However, the 

majority of these individuals also have an Axis I diagnosis and should therefore be captured in our estimates. 

Similarly, we did not include cognitive disorders such as mental retardation, acquired brain injury, fetal 

alcohol syndrome, dementia, etc. However, 75% of these individuals have a primary diagnosis of mental illness 

(CARMHA, 2006) and should thus be included in our estimates. We recognize that these disorders result in 

significant functional impairment, however, the scope of the current project was limited to the major Axis I 

disorders.

c) Bijl et al. (2003)

Bijl et al. constructed a three-level index of severity based on the type of mental health disorder and its 

generalized impacts, as understood from other sources, on role impairment. Verbatim text as follows:

To assess severity, we classified respondents with disorders into mild, moderate, and serious cases based 

on their multivariate disorder profiles. This is only a rough classification because no direct data on severity 

were collected consistently across the surveys [i.e. in the five different countries]. (p. 127)

A variable ranging between 1 and 20 was constructed for all respondents who met criteria for at least 

one of the disorders. Some disorders were given one point (dysthymia and simple phobia), others two points 

(agoraphobia, social phobia, and substance abuse disorders), and others four points (generalized anxiety 

disorder, major depression, mania, and panic disorder), based on preliminary analyses of the effects of the 

disorders in predicting summary measures of role impairment. Severity categories were defined based on 

summary scores as follows: 1–2, mild; 3–4, moderate; and 5–20, serious. (footnote 19)

Even though the severity measure is coarse, it is strongly related to probability of treatment in all countries. 

This is most reasonably interpreted to mean that demand for treatment was related to severity, presumably 

mediated by distress and impairment. There is also indirect evidence that the treatment system was responsive 

to severity in at least three of the countries, as indicated by proportional treatment in the specialty sector 

increasing with severity. (p. 130)

d) Canadian Survey on Disability (2012) data used in OHRC By the Numbers report 

The Canadian Survey on Disability ranks “severe” mental/psychological disability on the basis of impacts 

on activities as reported by the respondent, rather than on the basis of a medical diagnosis. The definition 

information provided applies to all categories of disability and is not specific to mental heath.

Source: Statistics Canada, Canadian Survey on Disability, 2012: Concepts and Methods Guide 

(2014, cat. 89‑654‑X — No. 2014001) http://www.statcan.gc.ca/pub/89-654-x/89-654-x2014001-eng.htm

Verbatim text as follows (pp. 9-10):

A severity score was developed using the Disability Screening Questions (DSQ). For each of the 10 disability 

types, a score is assigned using a scoring grid that takes into account both the frequency of the activity limitations 

(never, rarely, sometimes, often, or always) and the intensity of the difficulties (no difficulty, some difficulty, a 

lot of difficulty, or cannot do). The score increases with the frequency of the limitation and the level of difficulty.

A global severity score is derived based on all disability types. A person’s global severity score is calculated 

by taking the average of the scores for the 10 disability types. Consequently, the more types of disability a 

person has, the higher his or her score will be.

http://www.statcan.gc.ca/pub/89-654-x/89-654-x2014001-eng.htm
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Overall, the global score meets the following three criteria:
•	 it increases with the number of disability types;
•	 it increases with the level of difficulty associated with the disability;
•	 it increases with the frequency of the activity limitation.

To make the severity score easier to use, severity classes were established…

    1 = mild disability

    2 = moderate disability

    3 = severe disability

    4 = very severe disability
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Executive Summary
There are significant gaps in drug coverage in Ontario. In 2014, one quarter of Ontarians 

aged 12-64 lacked prescription medication insurance. This lack of insurance results in some 

people not taking their medications as prescribed which contributes to poor health outcomes 

and increased use of health services. This burden falls disproportionately on lower income 

groups who have poorer health outcomes than higher income groups. 

In December 2015, the Toronto Board of Health and Toronto City Council endorsed the 

creation of a universal, national pharmacare program. While there have been policy 

discussions nationally about expanding drug coverage, and recent changes provincially to 

extend drug coverage to youth and children without private insurance, gaps remain that 

create disproportionate health risks for certain social groups. An effective drug coverage 

policy ensures equitable access to prescription medications. 

There exists a complex arrangement of publicly funded drug coverage programs, which 

creates uneven access to prescription drugs. The three main drug coverage models in Canada 

include targeted drug coverage for specific populations (e.g., based on income or age), 

catastrophic coverage which extends prescription drug coverage to people who have high out-

of-pocket costs for prescriptions relative to income, and insurance-based coverage, which 

requires that people buy into a health insurance plan to access drug coverage. In addition, 

some employers provide health benefit plans that cover drug costs for their employees. Many 

precarious low-wage workers in Ontario and across Canada do not receive drug benefits 

through their employer. 

Each of these models have limitations, particularly for low income earners who do not meet 

the income thresholds of targeted coverage plans. The universal pharmacare model does not 

exist in Canada, however, it is widely recognized as providing greater access to prescription 

medications and has the potential to reduce health inequities for the growing number of 

Toronto residents living in poverty and experiencing poor health. It also reduces the cost of 

medications through increased bulk buying. 

This report explores how the drug coverage programs in Canada create barriers to accessing 

prescription drugs for individuals and families who participate in Toronto Public Health 

programs. These case studies clearly illustrate that the most equitable model is the universal 

program which provides medications for little or no out-of-pocket cost. Other countries that 

provide universal drug coverage pay less for medications than Canada and have lower rates of 

non-adherence due to cost.

The government of Ontario has already taken a step toward extended coverage through 

OHIP+, which allows for coverage for children and youth who lack private insurance. At the 

federal level, an advisory council was recently established to provide direction on how best 

to implement a national pharmacare program. Findings from this report, jointly authored 
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by Wellesley Institute and Toronto Public Health, support the implementation of a universal 

single-payer pharmacare program at the federal level, and create a rationale to further extend 

drug coverage to all residents in the province as an interim measure. Such actions would help 

to reduce health inequities and improve the health of the whole population through ensuring 

universal and equitable access to prescription medications.
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Introduction
There are significant gaps in drug coverage in Ontario.1 In 2014, one quarter of Ontarians 

aged 12 to 64 lacked prescription medication insurance.2 Women, people with low earnings 

and newcomers are less likely to have workplace medical benefits and access to prescription 

medication insurance.3 This leaves many low-income people paying out-of-pocket for their 

medications.

In 2015, 24 percent of Ontarians reported that they or a member of their household did not 

take their medications as prescribed, or missed medications, due to cost.4 Medication non-

adherence leads to poor health outcomes and increased use of other health services.5 This 

is especially relevant for low-income people because they have poorer health outcomes than 

those in higher income groups.6 The current gaps in drug coverage resulting in differential 

access to prescription medications in Ontario, and in other provinces, are inconsistent with 

the principles of universal access, upon which the national health care system is based, and 

which is valued by many Canadians as one of the top priorities for prescription drug coverage 

programs.7

There is a complex arrangement of prescription drug coverage in Ontario and across Canada. 

It is widely acknowledged that the existing systems of coverage are inadequate, because they 

result in gaps in access and affordability, as well as high costs for prescription medications 

paid by public and private insurers.8,9 These shortcomings have been identified as important 

areas for public policy research and analysis by Toronto Public Health and Wellesley Institute, 

and both organizations have produced papers on the issue.10,11,12 The Toronto Board of 

Health and Toronto City Council endorsed the creation of a universal, national pharmacare 

program in December 2015. Policy discussions taking place nationally about expanding 

drug coverage, and actions taken within the province of Ontario to extend drug coverage to 

children and youth without existing private insurance plans are promising steps towards 

greater prescription drug coverage regionally and at a national level. Nonetheless, significant 

gaps remain.

A health equity lens can help to assess the drug coverage needs of diverse populations. For 

low income earners who are at greater risk of poor health, financial and other barriers that 

prevent access to prescription drugs can worsen health and social inequities. Effective 

drug coverage policy ensures that every person has coverage and can access necessary 

medications.13 Thus, the policy focus of this paper is to make a case for equitable access to 

prescription medications.

This report describes Ontario’s publicly funded prescription drug program models, identifies 

gaps in coverage and explores other options to expand access to drug coverage. A series of 

case studies of individuals who participate in Toronto Public Health programs demonstrate 

how different approaches to prescription drug coverage lower or raise barriers to accessing 
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medically necessary drugs. Within the complex policy environment of public drug coverage, 

these scenarios provide a unique public health lens through which to consider how different 

policy models facilitate or impede health and social equity.

The Broader Policy Context for Prescription Drug 
Coverage in Ontario

The Changing Labour Market and Growing Inequality 

Concerns about the lack of consistent, affordable access to prescription drugs for Ontarians 

relates to other significant public policy issues, including rising income inequality and the 

growth in precarious employment. Since the 1980s, and particularly in the last ten years, the 

proportion of precariously employed workers within the labour market has grown. This trend 

is marked by a decline in the number of people with job security, in favour of short-term, 

unstable, and “flexible” work arrangements for many.14 

Certain social groups disproportionately shoulder the burdens of precarious work, including 

low-wages, declining autonomy in work, and a lack of benefits tied to employment.15,16 

Research has found that racialized people living in marginalized neighbourhoods in Canada 

face numerous structural disadvantages within the labour market, which limits their ability 

to obtain stable employment. There is also evidence of declining social mobility for some 

immigrants and refugees in Canada, and racialized immigrants who face substantial barriers 

to finding secure jobs and liveable earnings.17,18,19  

In the GTA, almost 45 percent of workers between the age of 25 and 65 years were precariously 

employed in 2015. Fewer than 10 percent of these low-wage workers receive supplemental 

benefits, such as a drug plan.20,21 Income-related findings from the 2016 Census show that 20 

percent of Toronto residents live on a low income, a higher rate than the rest of the country 

(14 percent). Of Toronto’s employed residents, 35 percent earned an annual income of under 

$20,000, and 56 percent earned under $40,000.22 At the same time, Toronto has the lowest 

housing affordability when compared to all other regions in the province,23 46.7 percent of 

all renter households experience problems with affordability, and one-in-ten households are 

food insecure.24  

These social and economic conditions have consequences for health and health equity. 

In addition to exclusion from health-related benefits, precarious employment negatively 

impacts health more broadly.25 Income is a key determinant of health, and there are 

documented health inequities between high and low-income groups in Ontario. People 

living in the poorest neighbourhoods have hospitalization rates more than twice that of 

people living in the richest neighbourhoods for conditions that could be managed outside 

of hospital settings.26 Similarly, a 2015 Toronto Public Health report found that men in the 
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lowest income group are 50 percent more likely to die before age 75, and women in the lowest 

income group are 85 percent more likely to have diabetes, when compared to the highest 

income groups.27 The report concluded that health inequities are worsening over time based 

on a number of important health status indicators.

There is a need to rethink existing drug coverage programs in Canada, which assume that 

poor health is equitably distributed among the population, and that residents have drug 

coverage through employment or are able to purchase their prescription medications. The 

data described above suggests that this is not true; people with the worst health are often in 

the lowest income groups, have less access to employer provided benefits and less capacity 

to pay for their medications. Existing drug coverage programs perpetuate health and social 

inequities, and deepen disparities such as those based on income, race, immigration status, 

and gender. 

In the following sections, we outline publicly funded drug programs in Ontario, and then 

discuss the different models of coverage in place throughout Canada. Through case studies 

of Toronto Public Health program participants, we demonstrate that these models are 

inadequate for providing comprehensive coverage across different income groups.

Access to Prescription Drugs in Ontario
The Ontario Drug Benefit (ODB)28 is the main entry point into public drug benefits and 

provides coverage for over 4,400 prescription drug products. Residents of Ontario who hold 

a valid OHIP card may be eligible for ODB coverage if they are aged 65 or over, live in a long-

term care home or home for special care, are enrolled in a home care program or receive 

social assistance through Ontario Works or the Ontario Disability Support Program. Seniors 

pay a deductible of $100 and are responsible for co-payments of up to $6.11 per prescription 

if they exceed an income threshold; after tax, $19,300 for individuals and $32,300 combined 

income for couples. All other recipients of ODB are exempt from deductibles but may be 

charged a pharmacist co-payment of $2.00. The Exceptional Access Program (EAP) facilitates 

access to drugs that are not included in the ODB, or where no listed alternative is available. 

The coverage for EAP medications is determined on a case-by-case basis.

The Trillium Drug Program provides catastrophic coverage for Ontarians with high drug costs 

relative to their income. The program provides coverage for residents who are eligible for 

provincial health care coverage, do not have private health insurance, and whose prescription 

drug costs exceed 3-4 percent of their after-tax household income. Recipients must pay a 

deductible based on their household income. There is also a suite of specialized programs 

providing coverage for drugs that treat specific conditions. 

In January 2018, the provincial government introduced the OHIP+ Children and Youth 

Pharmacare plan for expanded drug coverage to those under the age of 25 years. The plan 
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covered prescription medications available through the ODB, with no upfront user fees or 

deductibles.29 All adults 25 years of age and older maintain coverage through existing public 

(e.g., Ontario Drug Benefit) and private individual or group insurance plans (e.g., employer 

sponsored or post-secondary student plans). 

In June 2018, the new provincial government announced plans to modify the OHIP+ program 

to increase efficiencies. The new model will provide free prescriptions to children and youth 

not already covered by private benefits. Those who are already covered will first charge 

their private insurers, and the remainder of the costs will be paid by the government. This 

change means that the province is no longer the first or single payer provider for prescription 

medications for this group.30

Prescription Drug Coverage Models
Canada is the only country with a universal health care system that does not include coverage 

of prescription drugs. Nationally, a variety of approaches have been developed to address gaps 

in access that result from the current approach to drug coverage. There are three main models 

of public drug coverage offered through provincial programs: targeted, insurance-based, and 

catastrophic drug coverage. This section briefly outlines each model with examples from 

across Canada, and also discusses a fourth model – universal pharmacare. 

Targeted Drug Coverage 

Providing specific populations with drug coverage is the model most commonly used by 

provinces and territories in Canada and ensures access to prescription medications for 

groups such as seniors, people on social assistance, or people with low income. The Ontario 

Drug Benefit (ODB) is an example of targeted coverage.

Other provinces in Canada have different targeted coverage than Ontario. The Alberta Adult 

Health Benefit and the Child Health Benefit provide coverage to households with low income, 

and other groups may be eligible for public drug coverage, such as people with high drug 

costs. Saskatchewan provides drug coverage to low-income families with children, while Nova 

Scotia covers only children living in low-income households. Saskatchewan also provides 

drug benefits to all children aged 14 and under living in the province. Most targeted drug 

programs have co-payments and/or deductible costs that vary according to groups receiving 

coverage. Low-income seniors in Ontario pay no deductible and a copayment of $2 per 

prescription. By comparison, low-income seniors pay a maximum of $25 per prescription in 

Saskatchewan. Direct costs through deductibles and co-payments are among the lowest in 

Ontario compared to other provinces and vary across populations.

Targeted drug coverage can be an effective way to provide prescription medications for 

eligible groups.31 All seniors in Ontario are enrolled in the ODB once they turn 65. People 
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receiving social assistance are also automatically enrolled, which provides relatively quick 

and simple access to medications. Maintaining low co-payments can ensure the affordability 

of plans for recipients, and some have suggested that co-payments can act as a modest 

disincentive to over-prescribing by physicians or overuse of drug benefits in general.32,33,34

A major limitation of targeted drug coverage is determining who is eligible and who is 

excluded. While the ODB provides coverage for people on social assistance, other low-income 

individuals are required to pay out-of-pocket for prescription medications unless they are 

covered by employer benefits.35 There is no guarantee that prescription medications will be 

covered for social assistance recipients who leave the program after obtaining employment. 

Thus, targeted coverage can act as a barrier to social and economic mobility for people who 

are enrolled in social assistance programs.36

A second challenge is determining who is required to pay deductibles and co-payments, 

and the appropriate amount for these charges. Establishing these costs to discourage 

overuse of the program may create unintended affordability barriers. Most research finds 

that prescription drug charges lower the use of both essential and non-essential medicines, 

which can have a negative impact on health.37 Policy makers must also consider that some 

populations, such as seniors, are likely to have substantial (and recurring) prescription drug 

needs, and even modest co-payments can create a financial burden if people have to fill 

multiple prescriptions.

Insurance-Based Coverage

Optional or mandatory insurance-based coverage provides prescription drug coverage 

to people who buy into a public insurance program.38 Insurance-based coverage is used 

exclusively in Quebec and to a lesser degree in Alberta, New Brunswick and Nova Scotia.

The Quebec program represents a private-public hybrid, in which an employer that offers 

health benefits must also provide a prescription drug plan. Insurers are required to meet 

minimum standards that ensure that private insurance does not provide less coverage than 

that of the public drug insurance plan, and the province sets limits on the cost of deductibles 

and coinsurance. Some employees pay for coverage through payroll deductions.

Individuals not eligible for insurance through an employer, such as seniors without 

retirement benefits or people whose employer does not offer health benefits, must register 

for the provincial Public Prescription Drug Insurance Plan (PPDIP). PPDIP requires that plan 

members pay premiums, deductibles and co-payments. The annual premium is calculated 

based on net family income to a maximum of $667. Plan members pay a monthly deductible 

of $19 and a co-payment of 35 percent of a prescription’s cost, minus the deductible, and 

there is a maximum monthly contribution. The Quebec plan has several exemptions to these 



EQUITABLE ACCESS TO PHARMACARE IN ONTARIO - TORONTO PUBLIC HEALTH AND WELLESLEY INSTITUTE 8

requirements, for example, people receiving social assistance and children are not required 

to pay these costs.39

Alberta offers optional insurance-based coverage through the Non-Group Coverage Benefit. 

Plan premiums may be reduced for recipients with low income, which is assessed on gross 

adjusted family income. Plan members must pay co-payments up to a maximum cost of $25, 

and these cannot be waived. New Brunswick and Nova Scotia also provide insurance-based 

coverage similar to the Alberta model.

A major challenge of the publicly funded insurance-based coverage is that it can create 

barriers to access for people with a low income and/or high drug costs, due to premium, 

co-payment and deductible payments. Everyone in Quebec has coverage, yet the system 

remains inequitable.40 Drug prices vary according to public and private plans, and employers 

and employees pay steep premiums to insurance companies in order to offset the costs of 

public plans.41 As well, earnings do not determine premiums for private plans and therefore 

people with disparate incomes could shoulder the same costs.42 While Quebec has lower rates 

of cost-related non-adherence than Canada as a whole (7.2 percent versus 10 percent in 2007; 

see Table 2), the province has higher rates than comparator countries with universal drug 

coverage and the other provinces, and limited user fees.43

A related challenge is that publicly funded insurance-based plans are intended to serve 

populations who do not have access to private insurance, and often disproportionately cover 

populations with high health care and prescription drug needs. Private insurance-based plans 

can be expensive; ultimately insuring people who are more affluent and who are in relatively 

better health. By comparison, equitable insurance arrangements pool risk across broad 

populations, and distribute costs through progressive taxation.a

Catastrophic Coverage

The catastrophic coverage model extends prescription drug coverage to eligible individuals 

and families who shoulder high out-of-pocket costs for prescriptions, often due to chronic 

illnesses or rare diseases.44 The premise is that households pay out-of-pocket for their 

prescription drug costs until they reach a certain percentage of their household income, after 

which the public system steps in to cover some, or all, of the remaining drug costs for the year. 

Manitoba, Saskatchewan, Ontario, Prince Edward Island, Newfoundland and Labrador all 

provide versions of catastrophic coverage alongside other public drug plans. 

British Columbia (BC) is the only province that relies exclusively on catastrophic coverage 

for its public drug plan. All residents who are eligible for provincial health care coverage 

a In a progressive tax system groups with lower income pay a lower percentage of their income in tax than do high-income 
groups. This system is based on the concept of ability to pay.
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and who filed a tax return for the relevant tax year are also eligible for the Fair PharmaCare 

Plan. Deductibles are calculated as a share of family income, and families with a net income 

of $15,000 or less do not pay a deductible. The plan requires that households pay a family 

deductible of roughly 2-3 percent of income, after which the public plan covers 70 percent 

of drug costs. Once the total out-of-pocket expenditure reaches a certain threshold, drugs 

become fully covered. Each family has a maximum amount paid for prescription drug costs 

that ranges from $25 to $10,000 depending on income, at which point Fair PharmaCare 

covers all costs for the rest of the year.b

The major benefit of catastrophic coverage is that it is a simple model to administer; 

everyone is eligible if their drug costs exceed a set percentage of their household income. 

Governments avoid the challenge of determining eligibility based on more complex factors 

like population or income, and do not have to establish systems to collect (and exempt people 

from) premiums, co-payments and deductibles. Catastrophic coverage can provide adequate 

coverage for middle and upper income households that can afford to pay a portion of their 

prescription drug costs.

The challenge with catastrophic coverage is that for low-income households even relatively 

modest prescription drug costs can be unaffordable. This can have substantial effects on 

non-adherence to prescriptions or can force people to forego essential items to be able to 

afford medications. Out-of-pocket expenses, paid upfront by people waiting for their benefit 

enrolment to be processed, can be a financial burden and prevent timely access to necessary 

medicines. These trade-offs can be unacceptable when household budgets are fixed, and this 

is particularly the case for people living with chronic disease who are required to pay quarterly 

annual deductibles.

Among the provinces, BC has the lowest level of public expenditures on prescription 

drugs in Canada. The province also has the highest number of uninsured and under-

insured households at 30 percent (compared to Ontario at 20 percent),45 and a much higher 

prevalence of cost-related non-adherence to prescription drug regimens (see Table 2). Ontario 

avoids this problem to some extent through the Ontario Drug Benefit program, but people not 

eligible face the same barriers to access as in BC.

Universal Pharmacare

Another model of prescription drug coverage, which has been widely recognized for its health 

equity benefits, is universal pharmacare. Universal programs provide coverage to all groups 

b In February 2018, the BC provincial government announced its plan to invest $105 million in Fair PharmaCare over three 
years, to reduce or eliminate deductibles for families with incomes between $15,000 and $30,000. The changes are set to 
begin in January 2019.
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within society regardless of employment status, income or other criteria. The ability of a 

single-payer to purchase drugs centrally by eliminating a patchwork of drug plans, means that 

governments can maximize their purchasing power and negotiate significantly lower drug 

prices for bulk purchases.46 

This model does not currently exist in Canada, but many international jurisdictions 

provide universal public drug coverage. In England, all citizens have prescription drug 

coverage within the National Health System (NHS).c Citizens face little or no costs for 

covered medicines, and those who do pay carry low cost co-payments.47 According to the UK 

Department of Health, as of 2013, approximately 90 percent of prescription items in England 

were provided free of charge.48

The NHS provides medications at no cost to numerous groups, including people under 16 

or over 60 years of age, full-time students aged 16-18, and people receiving social assistance. 

Some additional groups receive free medications if they have a medical exemption certificate. 

All other people pay £8.60 per prescription (around CAD$14.25), and there are payment 

options in place to minimize the burden of these costs.49

Recent work on expanded drug coverage in Canada has introduced the possibility of a 

transitional drug formulary that provides “essential medicines” to all residents, by adapting a 

World Health Organization list to the Canadian context.50,51 Cost benefit analysis of this type 

of program estimates that incremental costs to government would be $1.2 billion per year 

to provide coverage for approximately 125 essential medicines, and would save individuals 

and private providers $4.3 billion annually. The list is comprised of roughly 90 percent of 

prescription drugs, or therapeutically comparable medications, prescribed in primary care 

in Ontario. The effectiveness of full coverage of essential medicines for improved health and 

other outcomes (adherence, appropriate prescribing, and costs) is currently being tested in a 

randomized control trial in Ontario.52 

In 2014, Canada had one of the highest drug expenditures of all Organisation for Economic 

Co-operation and Development (OECD) nations.53 In 2015, generic essential medicines in 

Sweden and New Zealand were 60 percent and 84 percent less in cost, respectively, than in 

Canada. Under the various coverage models described here, the drug purchasing system in 

Canada is highly fragmented, and this is one of the reasons that costs are high relative to 

other countries.d Table 2 provides per capita prescription drug expenditures for provinces 

c The National Health System covers other jurisdictions in the United Kingdom, including Scotland, Wales and Northern 
Ireland, each of which have different charging structures for prescription medications. For example, Wales abolished 
prescription drug charges via copayments or deductibles in 2007.

d In January 2016, the federal government joined the provinces in the pan-Canadian Pharmaceutical Alliance (pCPA) to 
promote bulk purchasing. The annual savings due to this partnership is estimated to be more than $490 million. The 
consolidation of drug purchasing through a universal single payer would further facilitate equitable prices for prescription 
drugs relative to other countries with similar economic profiles.
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in Canada and several countries with universal drug coverage models. It demonstrates very 

low non-adherence rates for the United Kingdom, at 2 percent, versus 10 percent in Canada. 

As these figures demonstrate, the NHS model is the least expensive while also providing the 

most equitable coverage.

The main arguments against universal pharmacare focus on increased costs to governments 

and individuals once the responsibility for private and employer drug plan costs are 

transitioned to the government. There are, however, reasonable methods to generate revenue 

for a universal pharmacare system. This could be achieved through a progressive taxation 

system in which contribution through taxes is based on percentage of income, or through 

increases to corporate tax contributions to account for the considerable savings to the 

private sector. It has been identified that there would be negative economic consequences for 

private insurance companies and the pharmaceutical industry if universal pharmacare were 

introduced.54

Critics also argue that under a universal system access to new and innovative medicines 

would be limited, and that some Canadians who currently receive private insurance would be 

forced to accept narrower coverage due to a restrictive public drug formulary. Other countries 

with universal systems have implemented rigorous, evidence-based processes to determine 

which medicines are included for coverage. Examples of cost-effective, context-driven, 

evidence-based formularies include Sweden’s list of approximately 200 medications, as well 

as the United Kingdom’s regional short lists.55

Applying Models of Coverage to Public Health 
Program Participants
The models of prescription drug coverage described vary considerably, and this can mean 

differences in the level of coverage that individuals receive. To demonstrate, this section 

applies drug coverage models to five individuals and families participating in public health 

programs in Toronto. 

All health units in the province are mandated, through the Ministry of Health and Long-

Term Care’s Standards for Ontario Public Health Programs and Services, to improve 

population health and reduce health inequities. Toronto Public Health fulfills this function 

in a number of different ways, including through the provision of culturally competent 

and accessible services to meet the needs of diverse groups. While Toronto Public Health’s 

focus is on the entire population, its services and programs prioritize people with the least 

access to resources, and often the greatest health needs. Many of these groups lack access to 

prescription drug coverage.
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The following case studies include:e,f 

Alia, a 27-year-old lone parent with post-partum depression, who participated in the Healthy 

Babies Healthy Children (HBHC) program; 

Zane, a 51-year-old custodian with Type 2 diabetes who participated in a Smoking Cessation/

Nicotine Replacement Therapy Program; 

Tyrone and Talisha, aged 5 and 6, who were both diagnosed with asthma after their parents 

completed a Peer Nutrition workshop; 

Elaine, a 27-year-old barista and line chef with rheumatoid arthritis who visited the Sexual 

Health Clinic; 

Leila and Nadia, aged 38, a high-income couple who accessed a Breastfeeding Clinic after 

having a baby. 

After calculating monthly drug costs as a proportion of income and essential living expenses 

(rent and food), costs are compared across the different models of coverage described above. 

These estimates are in the high range for Ontario as a whole, given Toronto’s relatively 

expensive rental rates. 

1) New Mother accessing the Healthy Babies Healthy Children (HBHC) program:

Alia is 27-years-old and just gave birth to her first child, who is 4 weeks old. Alia is single and 

receives a total take home monthly income of $1,790. Alia finds it hard to make ends meet and 

her food budget is particularly tight. Alia was eligible for the HBHC program, which is a home-

visiting program that supports individuals, and families to maintain healthy pregnancies, 

develop positive relationships with their child, and promote healthy child development. At 

a home visit, the Public Health Nurse noticed that Alia appeared to be feeling down, and she 

admitted to having low energy, decreased appetite, and feelings of inadequacy as a mother. 

The Public Health Nurse provided support and information about coping strategies and 

referred her to her family doctor for follow-up. 

Alia’s family physician diagnosed her with postpartum depression and recommended that 

she start on Sertraline, an antidepressant. A monthly supply of the medicine costs $26.48 

along with a dispensing fee of $11.49. These costs would account for 12.5 percent of her 

discretionary income after rent and food. Alia has coverage via the Ontario Drug Benefit 

because she is on Ontario Works and pays a monthly $2 dispensing fee for her medicine.

e These case studies are hypothetical and do not represent specific people. While they are written to reflect the characteristics 
of people who access Toronto Public Health programs, they do not claim to be representative of this highly diverse 
population. 

f See Appendix (Case Study Methodology) for details about specific calculations in the case studies. 



EQUITABLE ACCESS TO PHARMACARE IN ONTARIO - TORONTO PUBLIC HEALTH AND WELLESLEY INSTITUTE 13

Take home monthly income: $1,790

• $986 from Ontario Works

• $115 from Ontario Child Benefit

• $59 in GST/HST credits

• $97 from the Ontario Trillium Benefit

• $533 from the Canada Child Benefit

Monthly income after rent and food: $303

Expected monthly household drug expenditure without drug coverage: $38 

Expected drug expenditure as a proportion of discretionary (after rent & food) income: 12.5%

Actual monthly household drug expenditure: $2

Actual drug expenditure as a proportion of discretionary (after rent & food) income: 0.66%

2) Adult Male accessing the Smoking Cessation/Nicotine Replacement Therapy 
program: 

Zane is a 51-year-old custodian at a large law firm in downtown Toronto. He currently works 

part time for 25 hours each week, where he earns minimum wage. In order to make ends 

meet, he works another part-time job as a security guard a few evenings a week, working 10 

hours per week. After income taxes, CPP, and EI deductions Zane takes home $1,880.76 per 

month. As he is a part-time worker, neither job offers health insurance.

Zane has been trying to quit smoking for many years, but despite his efforts, he continues to 

have difficulty stopping for more than a few days at a time. One of his co-workers mentioned 

a smoking cessation and Nicotine Replacement Therapy (NRT) program. Stop on the Road 

is a three-hour workshop, delivered in partnership with the Centre for Addiction and Mental 

Health, which provides a group psychoeducation presentation and free NRT. During the 

workshop, Zane was encouraged by a Public Health Nurse to see a physician for the first time 

in many years.

At a doctor’s visit, he was found to have Type 2 diabetes. In addition to recommending 

lifestyle modifications, Zane’s physician also suggested that he start on Metformin, Gliclazide 

and Sitagliptin for the treatment of his diabetes. When he went to the pharmacy, he was told 

that per month the medicine would cost $18.61 for the Metformin, $20.50 for the Gliclazide 

and $119.30 for the Sitagliptin, in addition to the dispensing fee for all three medications. 

Without insurance, the cost of this medication accounts for one-third of his discretionary 

income after rent and food. Zane is worried about the complications from diabetes, but 

simply cannot afford these medications.

Take home monthly income: $1,880.76
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• $1,776.76 in earnings after deductions

• $36 in GST/HST credits

• $68 from the Ontario Trillium Benefit

Monthly income after rent and food: $583.17

Monthly household drug expenditure: $192.88

Drug expenditure as a proportion of discretionary (after rent & food) income: 33%

3) Family of five accessing the Peer Nutrition program:g

Tyrone and Talisha, aged five and six, live with their parents and their infant sibling. The 

children’s father works full-time (37.5 hours per week) at a food store where he earns $14 per 

hour but does not receive any private health insurance. Their mother stays home to care for 

them. The family’s total monthly take home income is $4,019.

The parents were interested in learning how to make nutritious baby food at home. Friends 

who had attended the Peer Nutrition program recommended the educational program, 

which is provided in collaboration with community partners. The program provides culturally 

specific workshops that focus on improving food selection and food skills for parents and 

caregivers. During the program, the parents told public health staff that two of their children 

were wheezing and that they were planning to take them to see their doctor.

Both Tyrone and Talisha were diagnosed with asthma, a condition that runs in their family. 

The doctor recommended that both children have a rescue inhaler – Salbutamol – as well as 

a controller inhaler – Fluticasone. Salbutamol costs $19 per inhaler while Fluticasone costs 

$110 per inhaler, in addition to dispensing fees. Paying for the Fluticasone, in particular, 

would put a financial strain on the family. By purchasing these medications for both children, 

the family spends close to 20 percent of their discretionary income after rent and food. The 

physician emphasized the importance of taking the Fluticasone every day to control the 

asthma but given its cost the parents wonder if using only the Salbutamol is sufficient, as they 

would like to spend some money on extracurricular activities for the children. 

Take home monthly income: $4,019 

• $1,890.05 in earnings after deductions

• $334 from the Ontario Child Benefit

• $83 in GST/HST credits

• $179 from the Ontario Trillium Benefit

• $1,517 from the Canada Child Benefit

g The Peer Nutrition program was integrated into Toronto Public Health’s Early Years services in early 2018 and no longer 
exists as a stand-alone program. 
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• $16 in Working Income Tax Benefit payments

Monthly income after rent and food: $1,618

Monthly household drug expenditure (for both children): $304 

Drug expenditure as a proportion of discretionary (after rent & food) income: 19%

4) Young Adult accessing a Sexual Health Clinic: 

Elaine is a 27-year-old who works as a line chef at a Toronto restaurant and a barista at a 

coffee shop. She is unable to find full-time employment and so works part time at both. At the 

restaurant, she works 15 hours a week and is paid $15 per hour. At the coffee shop, she works 

25 hours a week and is paid $14 per hour. After incomes taxes, CPP, and EI deductions Elaine 

takes home $2,147 per month. She receives no health benefits from either job.

Elaine recently visited a Sexual Health Clinic which provides a range of sexual health 

services (e.g., birth control counselling and STI testing and treatment). At the visit, she 

complained of joint swelling and pain. After being referred to a specialist, she was diagnosed 

with rheumatoid arthritis. The specialist recommended triple therapy with methotrexate 

($278.20), plaquenil ($14.70), and sulfasalazine ($38.60). The combined cost of these 

drugs is $331.50 per month plus dispensing fees, which accounts for over 40 percent of her 

discretionary income. Elaine is very worried about these drug costs but knows that if she does 

not take them she may not be able to work.

Take home monthly income: $2,147

• $2,051.83 in earnings after deductions

• $36 in GST/HST credits

• $59 from the Ontario Trillium Benefit.

Monthly income after rent and food: $880

Monthly household drug expenditure: $366

Drug expenditure as a proportion of discretionary (after rent & food) income: 42%

5) New mother accessing a Breastfeeding Clinic: 

Leila and Nadia are a professional couple with a combined annual income of $300,000. As a 

lawyer and university professor, they both have employee health care benefits, which includes 

a drug coverage plan. Recently, the couple decided to expand their family by having a child. 

While pregnant, Leila developed gestational diabetes mellitus (GDM) and was required to 

take insulin for most of her pregnancy.
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After researching the topic, Leila discovered that there is growing evidence that there are 

short- and long-term health benefits associated with breastfeeding for mothers with GDM. 

After giving birth, she experienced a lot of difficulty breastfeeding, and visited a Toronto 

Public Health breastfeeding clinic to seek support around effective techniques. Leila 

discussed her experience with GDM with the Public Health Nurse and was encouraged to 

follow-up with her family physician to screen for diabetes. 

About a year after her pregnancy, Leila developed diabetes. Eventually, she was placed on the 

same regime that Zane’s physician prescribed; Metformin, Gliclazide and Sitagliptin. The 

combined total monthly cost for these drugs is $192.88. With private employer medical plans 

and an annual combined income of $300,000, the monthly costs for these prescriptions are 

negligible.

Take home monthly income: $15,663 (earnings after deductions)

Monthly income after food and housing costs (mortgage, property taxes, utilities, and home 

maintenance): $8,411

Monthly household drug expenditure: $192.88

Drug expenditure as a proportion of discretionary (after food and housing) income: 2.3%
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How Models of Coverage Create or Mitigate 
Inequities in Access
These case studies demonstrate the variation in prescription drug coverage provided in 

Canada and how type of coverage impacts affordability, compared to universal pharmacare 

provided by NHS England. 

Under the targeted model, most of the illustrative case studies do not receive coverage. As a 

social assistance recipient, Alia has the most complete and affordable coverage. For Zane and 

Elaine, prescription drug payments account for between 33 and 42 percent of their income, 

after paying for rent and food. Tyrone and Talisha’s parents have to spend almost 20 percent 

of their discretionary income to pay for their children’s medicines. This model is reflective of 

how most Canadian public drug plans operate; some vulnerable populations are eligible for 

coverage, while other populations, such as the working poor, are excluded.

Under the insurance-based model, Zane and Elaine are required to pay premiums as well 

as monthly deductibles and co-payments. Tyrone and Talisha’s family would pay no annual 

premium under the insurance-based model, and there is no deductible or copayment because 

the children are under 18 years old. As a social assistance recipient, Alia would similarly have 

no costs associated with this coverage. 

The catastrophic model of coverage requires variable out-of-pocket payment each month 

depending on where people are in their deductible, co-payment and annual maximum cycles. 

Monthly drug expenses that start very high and then slowly drop to $0 over a year may make 

budgeting difficult for low wage workers. Both the catastrophic and insurance models can 

present substantial barriers to access as even relatively modest out-of-pocket costs can be 

financially overwhelming for people with low incomes.

The OHIP+ program in Ontario works better for Tyrone and Talisha’s family who receive full 

coverage because the children are younger than 25. As low-wage workers over 25, Zane and 

Elaine continue to pay for their medications out-of-pocket. The province’s Trillium Drug 

Program would provide some catastrophic coverage once they spent more than four percent 

of their income on prescription drugs, but this is still a significant financial expenditure for 

some people. 

Leila and Nadia, a high-income family, pay nothing or very little due to their work health 

benefit plans, which provide coverage in place of, or in addition, to the public models. For 

the same diabetes medications, costs account for 2.3 percent of their household income 

compared with 33 percent for Zane. Regardless, Zane still pays out-of-pocket under each of 

the Canadian models, which could deter him from taking medicines needed to manage his 

diabetes. 



EQUITABLE ACCESS TO PHARMACARE IN ONTARIO - TORONTO PUBLIC HEALTH AND WELLESLEY INSTITUTE 19

The Canadian models of drug coverage offer a clear contrast to the universal system used 

by the NHS England, which covers all residents with modest co-payments, and ensures that 

populations that need it have access to prescription drugs at no cost. Each of the illustrative 

case studies qualify for either low or no cost prescriptions under the NHS England model. 

Elaine must pay $19 out-of-pocket per month for her monthly drug costs, which accounts for 

only 2 percent of her household expenditures, compared to the 16-42 percent that she would 

pay under the other models. The universal model recognizes that while most people will 

need prescription drugs at some point in their lives, not everyone is able to pay out-of-pocket 

and some people’s health needs are so great that the most equitable solution is to provide 

prescription drugs at no cost. 

Ensuring Equity in Prescription Drug Coverage
An examination of alternative models provides useful lessons about who benefits, and who is 

excluded, in different approaches to public drug coverage. It is important that all Ontarians 

have equitable access to medically necessary medications. The targeted, insurance-based and 

catastrophic models currently in use across Canada all provide adequate coverage to some 

populations but exclude others who must pay a disproportionally large share of their income 

for out-of-pocket prescription drug expenses. Under such conditions, people are forced to 

choose between paying for prescription medications versus food. There are implications for 

health equity when high income earners pay small amounts relative to income, compared 

with low income earners who are often without benefits. 

Ontario currently provides among the most comprehensive prescription drug coverage in 

Canada, with its mix of the Ontario Drug Benefit and Trillium Drug Plan. Despite this, one in 

nine Ontarians do not use a prescription medication as directed each year because of cost.56 

This indicates that the current model of coverage does not adequately protect Ontarians from 

facing high out-of-pocket drug costs. Achieving access to pharmaceuticals to treat health 

problems and maintain health should not be dependent on employment status or income.

The step towards universal drug coverage for all Ontarians under 25 years of age was a critical 

first move toward achieving an equitable pharmacare program. The expansion of ODB-level 

coverage to a wider population marked an incremental approach to drug reform and opened 

a policy window to introduce a more universal program at the provincial and federal levels.i 

While this move expanded drug coverage to many younger people whose families experience 

barriers to access, there remains a significant number of low-income Canadians who are 

under- or uninsured.

i The recent changes to OHIP+ in June 2018 represent a narrowing of this window to some degree at the provincial level and 
indicate that there will be a continued gap in coverage for those groups that currently receive targeted drug coverage (e.g., 
seniors) but would benefit from a universal model without copayments or deductibles.  
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This report describes the economic impacts of public drug coverage plans for Toronto Public 

Health program participants. Toronto has the highest poverty rate across large municipalities 

in Canada, and income inequality in the city is rising twice as fast as the rest of the country.57,58 

Health outcomes vary according to income level, and people who are living in poverty or with 

low-incomes tend to have the worst health. Research also documents growing evidence that 

precarious work is detrimental to both physical and mental health.59 

The lack of drug coverage for many Torontonians will further perpetuate inequities between 

those who are struggling to make ends meet and high-income earners. Under existing 

coverage systems, those in the top and lowest (i.e., those enrolled in social assistance 

programs) income groups maintain coverage through public and private drug programs. For 

those who are precariously employed and having difficulty covering the costs of essential 

items, the lack of drug coverage can increase economic vulnerability and further compromise 

health status. From a population health perspective, cost-related non-adherence or opting to 

pay for medications at the expense of other necessities, exacerbates inequities. The universal 

provision of drug benefits can help to prevent and mitigate these effects. 

The impact of labour market conditions on the provision of social and health benefits 

attached to employment could have been addressed through a number of recent policy 

developments in Ontario. The Changing Workplaces Review sought recommendations 

to tackle broad workplace issues and assess how existing labour and employment law 

addresses current trends, such as “changes in the prevalence and characteristics of standard 

employment relationships.”60 The final report acknowledged the detrimental health impacts 

of a lack of access to drug benefit plans, and that an employer-provided benefit system 

creates disparity in coverage amongst Ontarians. Despite these admissions, the review did 

not recommend that the provincial government require employers to provide equal benefits 

to part-time, temporary, casual or seasonal employees, for practical and other reasons (e.g., 

financial burden to small businesses).61 Ensuing legislation also neglected the needs of the 

many low wage employees who lack health and drug coverage.62  

The Commission for the Review of Social Assistance in Ontario (CRSAO) (2012)63 similarly 

recommended extended health benefits for all low-income Ontarians not receiving social 

assistance. The review recognized that prescription drug coverage is often unavailable 

through low wage employment, and people who exit social assistance may lose benefits to 

take up work in non-standard or low-wage jobs, which acts as a disincentive for workforce 

integration.64 The CRSAO identified several potential pathways towards extended health 

benefits for people with low incomes through employer, government or private sector 

provided insurance plans. 

The Ontario Income Security Reform Working Group65 also recommended extending essential 

health benefits to all low-income adults, as more than half of people living in poverty in 2015 

(1.94 million people) did not receive social assistance and were, thus, unable to access drug 
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benefits. While these policy initiatives to improve income security in Ontario have been 

promising, they have fallen short of extending universal drug coverage across the population. 

There is an important caution in establishing an income-based program. As seen in BC, 

abandoning targeted coverage for a purely income-based catastrophic coverage model 

can leave many people with poor access to the public program, as high deductibles and 

co-payments create a significant barrier for people with low income.j BC has the highest rate 

of cost-related non-adherence to prescription medication in Canada,66 and research has 

found that policies that establish costs to users have lasting effects in terms of limiting access 

to medicine.67 

The most equitable drug coverage model, and least expensive from a societal perspective, is 

universal pharmacare. There has long been widespread support for universal drug coverage 

in Canada, including from provincial governments, health policy researchers, health care 

organizations, organized labour, professional associations, and municipalities.k In April 

2018, the Standing Committee on Health released a report, Pharmacare Now: Prescription 

Medicine Coverage for all Canadians, which recommends that the federal government 

establish a universal single payer public prescription drug coverage program. The report cites 

findings from the Parliamentary Budget Officer that estimates that a universal pharmacare 

program would lead to savings of roughly $4.2 billion on total drug spending for Canadians.68 

An Advisory Council on the Implementation of National Pharmacare has also been 

established to provide independent advice to the Health and Finance Ministers on how to 

best implement an affordable national program. 

In the meantime, Wellesley Institute and Toronto Public Health encourage Ontario to 

consider developing an interim made-in-Ontario model by expanding drug coverage to people 

in all age groups, income groups and employment situations. This action would represent 

a crucial step towards promoting health and social equity. Finally, we urge the federal 

government to establish a national universal single-payer pharmacare program to ensure a 

minimum standard of access for prescription medications.  

j These problems have recently been acknowledged by the BC government when they announced they would eliminate or 
reduce out-of-pocket payments for many low-income earners as of January 2019. The province is now urging the federal 
government to invest in a national pharmacare program to ensure that all people who need prescription drugs can access 
them.

k In addition to numerous endorsements by academic experts and community, professional and labour organizations, a 2015 
Angus Reid Institute survey found that 91% of Canadians support the idea of a national pharmacare program that would 
provide free universal access to prescription drugs.  
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Table 2. Comparison of Canadian provinces and countries with Universal, Public 
Drug Programsl,m,n,o,p

Province/
Country

Number of 
Plans

Models Represented in Plans Non-adherence – adults not taking 
medicines because of cost, 2007 and 
2016 (share of population)

Per capita prescription 
drug expenditures ($CAD) 
2015 (or closest year)

Alberta 10 Targeted, Insurance-Based, Disease/
Condition-Specific

7.6% 728.10

British 
Columbia

10 Catastrophic, Targeted, Disease/
Condition-Specific

17% 590.68

Saskatchewan 11 Targeted, Catastrophic, Disease/
Condition-Specific

--- 746.83

Manitoba 5 Catastrophic, Targeted, Disease/
Condition-Specific

--- 702.08

Saskatchewan 
and Manitoba

--- --- 8.9% ---

Ontario* 7 Targeted, Catastrophic Disease/
Condition-Specific,

9.1% 828.37

Quebec 1 Insurance-Based 7.2% 970.18

Atlantic 
Provinces

--- --- 11.9% ---

Newfoundland 
and Labrador

5 Catastrophic, Targeted, Disease/
Condition-Specific

--- 858.10

Nova Scotia 5 Targeted, Insurance-Based, Disease/
Condition-Specific

--- 920.37

New 
Brunswick

10 Insurance-Based, Targeted, Disease/
Condition Specific

--- 879.02

Prince Edward 
Island

27 Catastrophic, Targeted, Disease/
Condition-Specific

--- 694.03

Canada -- Patchwork of Different Plans 10% 952.1

United 
Kingdom

-- Universal, Public 2% 598.3

Norway -- Universal, Public 3.5% 563.9

Sweden -- Universal, Public 5.8% 602.5

l Source for provincial per capita expenditure figures and number of plans figures: Clement, F.M., Soril, L.J.J., Emery, H., 
Campbell, D.J.T., & Manns, B.J. (2016). Canadian Publicly Funded Prescription Drug Plans, Expenditures and an Overview 
of Patient Impacts. Calgary: Alberta Health. Retrieved from: http://www.health.alberta.ca/documents/Health-Spending-
PubliclyFundedDrugPlans-2016.pdf

m Source for national per capita expenditure:  Canadian Institute for Health Information. (2016). Prescribed Drug Spending 
in Canada, 2016: A Focus on Public Drug Programs – international comparisons chart. Retrieved from: https://secure.cihi.ca/
estore/productFamily.htm?locale=en&pf=PFC3333&lang=en

n Source for provincial non-adherence prevalence rates (2007 CCHS): Law, M.R., Cheng, L., Dhalla, I.A., Heard, D., & 
Morgan, S.G. (2012). The effect of cost on adherence to prescription medications in Canada. CMAJ. 184(3): 297-302.

o Source for national non-adherence rates (2016): Morgan, E. (2017). A Prescription for Failure. Presentation at the Canadian 
Health Coalition Policy Conference on “A Prescription for Equity.” Retrieved from: http://www.healthcoalition.ca/wp-content/
uploads/2017/04/Morgan-E.pdf

p *Ontario will also provide universal coverage with no premiums, co-payments or deductibles for everyone 24 years of age and 
under as of January 2018

http://www.health.alberta.ca/documents/Health-Spending-PubliclyFundedDrugPlans-2016.pdf
http://www.health.alberta.ca/documents/Health-Spending-PubliclyFundedDrugPlans-2016.pdf
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC3333&lang=en
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC3333&lang=en
http://www.healthcoalition.ca/wp-content/uploads/2017/04/Morgan-E.pdf
http://www.healthcoalition.ca/wp-content/uploads/2017/04/Morgan-E.pdf
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Table Limitations: 

The findings in this table are taken from a variety of references and data sources and may 

represent differences in terms of data source and dates, as well as design and methodological 

differences. The fact that we did not systematically assess potential differences across these 

sources should be acknowledged when comparing numbers within columns that come from 

different sources (e.g., national versus provincial non-adherence rates). We feel that there is 

value in being able to compare these compiled numbers despite these limitations.
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Appendix – Case Study Methodology
The case studies are based on the socioeconomic characteristics of people participating in 

Toronto Public Health programs. The financial figures were calculated based on the following 

sources and assumptions outlined below. The income, deduction, and benefit figures are 

estimated for households in Ontario for the most recent data available. 

• Benefits were estimated for 2017 levels using the Canada Revenue Agency’s “Child and 
Family Benefits Calculator” available at: https://www.canada.ca/en/revenue-agency/
services/child-family-benefits/child-family-benefits-calculator.html and the most recent 
Ontario Works rates from the City of Toronto available at: https://www.toronto.ca/
wp-content/uploads/2017/11/99bb-ontario-works-rate-chart-oct2017-tess.pdf.

• Ontario Works calculations combines the basic needs and the maximum shelter benefit 
amounts.  

• GST/HST credits are paid quarterly but were averaged over the months of the year. WITB 
payment is annual but was also averaged over the months of the year.

• Payroll deductions including taxes, Canada Pension Plan, and Employment Insurance 
deductions were estimated for 2018 using the Canada Revenue Agency’s “Payroll 
Deductions Online Calculator” available at: https://www.canada.ca/en/revenue-agency/
services/e-services/e-services-businesses/payroll-deductions-online-calculator.html 

• Wages were estimated based on existing minimum wages in Ontario at the time of 
publication. The provincial government increased the minimum wage in 2018 to $14. It 
plans to increase the minimum wage to $15 in 2019.

• Gross employment income was estimated based on 4.33 weeks per month

For the ‘discretionary income’ figure, food and housing costs were subtracted from the take-

home after tax and transfer income for each case.

 - Food costs were estimated using Toronto Public Health’s 2018 “Nutritious Food 
Basket” calculator, which considers family size, age, and sex. It is available at: https://
www1.toronto.ca/wps/portal/contentonly?vgnextoid=5bc0ce7e2b322410VgnVCM100
00071d60f89RCRD  

 - Rent costs were estimated to be mean rents in the City of Toronto for October 2017 
based on Canada Mortgage and Housing Corporation’s Housing Information Portal: 
CMHC Rental Market Survey zones 1-17 which align with the City of Toronto. This 
calculation takes into account family size and the appropriate number of required 
bedrooms according to the National Occupancy Standard requirements (i.e. not 
overcrowded). These are available at: https://www03.cmhc-schl.gc.ca/hmiportal/

en/#TableMapChart/3520005/4/Toronto%20©

Drug cost estimates include cost of medications and dispensing fees. These were provided by 

local pharmacies (Shoppers Drug Mart and Rexall) in Toronto. Dispensing fees vary somewhat 

by pharmacy. This report uses an average of $11.49 for dispensing costs based on quotes from 

two pharmacies with relatively high ($12.99) and low ($9.99) rates. Case studies reflect the fact 

that dispensing fees are typically charged per prescription.

https://www.canada.ca/en/revenue-agency/services/child-family-benefits/child-family-benefits-calculator.html
https://www.canada.ca/en/revenue-agency/services/child-family-benefits/child-family-benefits-calculator.html
https://www.toronto.ca/wp-content/uploads/2017/11/99bb-ontario-works-rate-chart-oct2017-tess.pdf
https://www.toronto.ca/wp-content/uploads/2017/11/99bb-ontario-works-rate-chart-oct2017-tess.pdf
https://www.canada.ca/en/revenue-agency/services/e-services/e-services-businesses/payroll-deductions-online-calculator.html
https://www.canada.ca/en/revenue-agency/services/e-services/e-services-businesses/payroll-deductions-online-calculator.html
https://www1.toronto.ca/wps/portal/contentonly?vgnextoid=5bc0ce7e2b322410VgnVCM10000071d60f89RCRD
https://www1.toronto.ca/wps/portal/contentonly?vgnextoid=5bc0ce7e2b322410VgnVCM10000071d60f89RCRD
https://www1.toronto.ca/wps/portal/contentonly?vgnextoid=5bc0ce7e2b322410VgnVCM10000071d60f89RCRD
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Drug plan coverage was estimated using the official government websites for each program.

• For Quebec’s Public Prescription Drug Insurance Plan (PPDIP) eligibility, annual 
premiums, deductibles, copays, and max contribution limits were estimated using Régie 
de l’assurance maladie du Québec’s questionnaire for 2017 available at: http://www.
ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/check-your-situation/Pages/
introduction.aspx and Schedule K from Revenue Quebec at: http://www.revenuquebec.ca/
documents/en/formulaires/tp/2017-12/TP-1.D.K-V(2017-12).pdf  

• British Columbia ‘Fair Pharmacare’ 2018 annual deductibles, client pay portions, and 
annual family maximums estimated using BC Health’s “Fair PharmaCare Calculator” 

available at: https://www.health.gov.bc.ca/pharmacare/plani/calculator/calculator.html 

Details of case study calculations can be provided by Scott Leon at  

scott@wellesleyinstitute.com.

http://www.ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/check-your-situation/Pages/introduction.aspx
http://www.ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/check-your-situation/Pages/introduction.aspx
http://www.ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/check-your-situation/Pages/introduction.aspx
http://www.revenuquebec.ca/documents/en/formulaires/tp/2017-12/TP-1.D.K-V(2017-12).pdf
http://www.revenuquebec.ca/documents/en/formulaires/tp/2017-12/TP-1.D.K-V(2017-12).pdf
https://www.health.gov.bc.ca/pharmacare/plani/calculator/calculator.html
mailto:scott@wellesleyinstitute.com
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Introduction
Primary care is an essential part of a high quality health care system, where care is well 

coordinated and integrated across the care continuum.1  In Canada, regular access to primary 

care provides opportunities for early intervention and disease prevention. Primary care is the 

first point of contact with the health care system focusing on health care services for health 

promotion, illness and injury prevention and diagnosis and treatment of illness and injury.2  

Primary care providers are most familiar with their patients’ medical history and can follow 

their health care needs.3  This ongoing relationship establishes a rapport between patient and 

provider and patients are more likely to be satisfied with their care and trust their provider.4 

Higher continuity of care with primary care providers is associated with fewer hospital 

admissions for preventable conditions.5  Primary care providers can also promote preventive 

care such as screening for high blood pressure and depression and promoting uptake of 

cancer screenings.

Immigrants and refugees often have poor access to health care compared to the general 

population.6, 7, 8  In general, recent immigrants have lower rates of primary care and mental 

health care use compared to the Canadian-born population.9  Research has shown South 

Asian women have lower breast cancer screening rates and newcomers from East Asian 

and Pacific regions have lower mental health care use.10, 11  Immigrants and refugees may 

have lower health care service use but this doesn’t necessarily mean they have less need 

for health care services. For example, Ontario has organized cancer screening programs 

where all eligible Ontarians are recommended to get screened.12  Therefore, the lower breast 

cancer screening rates among some immigrant women indicates poor access to a service 

where women would have a similar level of need. Refugee women have a higher risk of 

severe maternal morbidity and risk of HIV than immigrants or non-immigrant women in 

Ontario.13  A study of Ethiopian immigrants and refugees in Toronto, found only 12.5% of 

individuals who reported a mental health concern received services from formal health care 

providers.14  In another study, immigrant seniors were screened less for diabetes than non-

immigrant seniors and many high risk ethnic groups had multiple physician visits before a 

test was administered.15  Facing barriers to accessing timely, appropriate primary care and 

screening may lead to poorer health outcomes, including illnesses that require acute care. 

For newcomers, a lack of awareness of available health services and delays in accessing health 

care can also lead to worsening health conditions.16  

Many immigrants and refugees may not have access to a regular primary care doctor when 

they first settle in Canada and experience challenges in maintaining good health.17  Even 

immigrants and refugees who have a primary care provider may face challenges that impact 

their access to care. Barriers to accessing primary health care can include a lack of culturally 

appropriate services and cultural barriers that influence health care seeking behaviour.18, 19  

For example, studies have shown that many South Asian immigrant women prefer a female 
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physician.20  Language barriers may also impact the ability to effectively communicate with 

a provider and immigrants and refugees may have limited knowledge of the health care 

system and how primary health care works in Canada.21  There are also challenges within the 

health care system such as long wait times for referrals to specialists and lack of coverage 

for prescription medications that can impact access to care.22 ,23  There is less known about 

effective interventions that can improve access to primary care for both immigrants and 

refugees. This literature review was conducted to gather evidence on facilitators that enhance 

access to primary and preventive care and interventions that have been implemented in 

Canada. The primary aim of this literature review is to explore: 

1. What interventions or programs facilitate access to primary and preventive care for 
immigrants and refugees in Canada?

2. What has worked well and in what contexts?

Methods 
A search strategy was developed in consultation with a University of Toronto Health Sciences 

librarian. Peer-reviewed, academic literature was searched in the SCOPUS and MEDLINE 

databases (see Appendix A for details). The search was restricted geographically to cities and 

regions in Canada. The main search terms included (a) immigrants or refugees as the target 

population, and (b) primary health care search terms for the MEDLINE database. To narrow 

the search on the SCOPUS database an additional search term for programs, interventions, 

policies, strategies, models or case studies was added to identify literature on facilitators 

to access to care. Search terms for access to primary care and preventive care services were 

cancer screenings, chronic disease management and mental health care. Mental health care 

was part of this study because many immigrants and refugees may seek mental health care 

in primary care settings and primary care doctors may screen for mental health.24, 25   Primary 

care and preventive care was defined as health care provided by a family physician or nurse 

practitioner or in a primary care setting. Preventive care could include Pap tests or breast 

cancer screening when delivered by a primary care provider or a team that included a primary 

care provider. 

Inclusion/Exclusion criteria

The inclusion criteria were as follows: the study was conducted in Canada, articles were 

published in English from the year 2000 to present and articles described a program or 

intervention, that had been implemented and evaluated. Articles were included if they 

primarily focus on facilitators that improved access to primary and/or preventive care. Articles 

were excluded if they did not include primary care or if they focused only on barriers to care. 

Articles on undocumented or uninsured populations were also excluded because these 
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subgroups lack access to basic provincial health coverage and may face unique barriers to 

care that were beyond the scope of this review. 

Analysis

A data extraction table was created, and data was extracted by the author from each article. 

For all articles a description of the program or intervention was included and any details on 

how it was implemented or evaluated. Information on the aims of the intervention, target 

population, methods, sample size, study location, type of care and setting were also charted. 

The key findings and lessons learned from each article was summarized in the data extraction 

table. After charting the data, the findings and descriptions of lessons learned were analyzed 

thematically and compared across all articles to distill key themes on facilitating access to 

care for immigrants and refugees.

Mapping Key Barriers or Facilitators Targeted 

Recent work by Batista et al. helps to identify the key barriers that may affect access to care for 

immigrants and refugees including eligibility for care, cultural barriers, language barriers, 

organization of services, geographic access, costs of services, health education, social 

networks and support and the patient-provider relationship (Table 1).26  For each article the 

type of barrier(s) or facilitator(s) targeted was mapped to Batista et al.’s framework (Table 1). 

Although Batista et al.’s framework describes barriers that affect access to care, strategies 

or interventions that address any of the barriers will point to facilitators that support 

greater access to care. For example, language barriers were identified as a barrier to care so 

interventions that offer language interpretation services can act as a facilitator to care. The 

Batista et al. framework provides an overview of potential areas interventions or programs 

could focus on the facilitate access to care for this population. The framework was adapted to 

include intersectoral collaboration which can act as a facilitator to support access to care for 

immigrants and refugees.27 

Table 1 – Types of barriers or facilitators to care affecting immigrants and/or refugees

Type of Barrier or Facilitator Description

Insurance/eligibility Insurance status and eligibility to receive health care services 
and right to health 

Cultural barriers Relevant aspects affecting access and use of services such 
as perceptions about health and health care, preference for 
specific health care options, distrust, stigmatization and 
discrimination, isolation
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Type of Barrier or Facilitator Description

Language/communication barriers Low ability to speak the official language and communication 
difficulties 

Organization of services/quality of care Lack of knowledge of the health system, no regular source of 
care, long waiting lists, shortage of services, low quality of care 

Geographic access Unavailability of services in the area, long distances from health 
services, lack or difficulties with transportation

Economics/costs of services Economic issues such as low income and costs of some health 
services

Education/health literacy Low health education, lack of information on health risks 

Social networks/support Social networks and social support, community participation

Patient-provider relationship Patient-provider relationships, provider’s cultural sensitivity, 
trust between patient and provider 

Intersectoral collaboration* Coordination and integration of services between health and 
other sectors such as settlement agencies

*Added to Batista et al. framework

Results
The SCOPUS and MEDLINE search resulted in 745 articles and was conducted as of May 1, 

2017. After removing duplicates and articles that did not meet the inclusion criteria there 

were 7 articles included in the final review (see Figure 1 for details). These 7 articles described 

an intervention or program that had been implemented and evaluated (see Table 2). 3 articles 

focused on access to mental health care in primary care, 1 article on breast cancer screening, 

2 articles on access to cervical and breast cancer screening and 1 article on access to primary 

care more broadly. Geographically, the articles reflect the following cities and regions: 5 

studies in Toronto, Ontario, in the Greater Toronto Area (GTA)1, Ontario, 1 in Kitchener, 

Ontario. The studies were primarily located in urban settings, reflecting the settlement 

patterns of the majority of immigrants and refugees arriving to Canada.28  The main elements 

of the interventions and key facilitators used to enhance access to care included: culturally-

tailored interventions, intersectoral collaboration, the use of innovative screening tools and 

community-based care models are described below. 

1 The Greater Toronto Area includes the city of Toronto and four regional municipalities: Durham, Halton, Peel, and 
York.
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Figure 1 – Overview of Search Strategy

 

745 articles
Medline (n=406)
SCOPUS (n=339)

191 duplicates removed

554 abstracts 
screened

521 articles excluded

33 full text 
articles reviewed

7 articles included
in review

26 articles excluded
- Does not specify immigrants or refugess as population (2)
- not about access to primary or preventative care (11)
- no interventions of programs discussed (12)
- systematic review (1)

Culturally-tailored Interventions

All 7 studies indicated the importance of addressing language, culture and health education 

needs for newcomer populations. For example, a breast cancer screening intervention for 

South Asian immigrant women aimed to increase overall knowledge about breast cancer and 

risk factors to encourage screening.29  The research team published information on breast 

cancer screening in Hindi and Urdu in community newspapers. The information was tailored 

to be culturally appropriate for South Asian immigrant women. By using a community 

newspaper, the health promotion messages were shared not only with immigrant women but 

with their families. This can be important for South Asian women who seek medical advice 

not only from medical professionals but from close family members and friends.30  South 

Asian immigrant women had intense fears of breast cancer so the information presented the 

risk factors and the benefits of early detection in simple language to alleviate fears. It also 

provided evidence to address misperceptions of low susceptibility to breast cancer and low 

survival rates after diagnosis. To be sensitive to the social and cultural context of the target 

population the messages also emphasized the improvement to women’s health as well as the 

quality of family life. 

The series of articles also included information on how to get referred, what breast cancer 

screening involves and the availability of female health professionals. Participants who had 

never been screened before were recruited and completed a pre-survey about their knowledge 

of breast cancer screening. Participants were mailed the health promotion articles and after 

2 weeks a post-survey was conducted to assess change in knowledge about breast cancer 
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screening. After the intervention, there was a significant increase in self-reporting having a 

routine physical checkup and clinical breast exam.31 

Intersectoral Collaboration

One article focused on intersectoral collaboration and reorganizing care delivery. The article 

evaluated the impact of a new refugee health clinic on access to primary care for government 

assisted refugees settling in Kitchener, Ontario.32  The dedicated health clinic for refugees 

used a community-based primary care approach where primary care providers and a local 

settlement agency, Reception House, worked collaboratively to facilitate access to care. 

Reception House staff completed intake of new refugees. After intake, refugees were referred 

to a nurse and resident from the refugee health clinic accompanied by an interpreter or 

case worker from Reception House. The case worker provided support in navigating the 

health care system and refugees were transferred to a permanent primary care provider. The 

settlement agency and health clinic staff worked closely together to ensure newly arrived 

refugees would have access to health care while receiving other settlement related services as 

they establish themselves in a new city. 

After opening the new refugee clinic, refugees had a 30% decrease in wait time to see a health 

care provider, and an 18% increase in refugees finding a permanent family physician in 

the community in the year after their arrival.33  The collaboration with a settlement agency 

could be replicated in other primary care settings and illustrates the benefits of intersectoral 

collaboration and the co-location of services to serve the refugee population.

Innovative Screening Tools

Another key intervention was the use of innovative screening tools to increase access to 

appropriate services.34, 35, 36  Researchers in Toronto developed a tablet-based survey for 

patients to complete prior to their appointment. The survey was tested in several languages 

and gathered patient data related to mental health and social situations. After completing 

the survey, patients received a tailored list of resources in their language. If they were at risk 

for mental health concerns they were encouraged to discuss the concerns with their provider. 

The provider also received a summary of the patient’s responses attached to the patient’s 

medical record. A feasibility study showed patients found the tool to be acceptable and 

providers gained a greater understanding of mental health issues impacting immigrants or 

refugees.37  

A randomized control trial of the intervention showed patients who received the tool were 

more likely to discuss mental health concerns with their provider with 58.7% of patients in 

intervention group discussing mental health compared to 40.3% in the usual care group (p 

≤ 0.05).38  This innovative tool gathered routine information that providers could use during 
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a consultation to facilitate better care. These discussions can create opportunities to raise 

sensitive topics as part of a primary care consultation, contributing to better detection rates 

of mental health problems in primary care. In this case, the tool was piloted in a community 

health centre that had access to social workers and mental health supports at limited cost to 

patients. Enhanced screening practices in primary care can improve awareness of services 

that could benefit patients and facilitate referrals to existing services and supports. 

Community-based Care Models 

The Cancer Awareness: Ready for Education and Screening (CARES) program on promoting 

cervical cancer and breast cancer screening in Toronto included language-specific group 

educational sessions, peer-based support and partnering with community agencies for 

outreach to immigrant women. 42 peer leaders attended a 3-day training to lead group 

educational sessions. Sessions were conducted in English, Bengali, Urdu, Punjabi, Hindi, 

Tamil, Vietnamese, Khmer, Karen, Mandarin, Cantonese, Farsi, Dari, Arabic, Spanish 

and Portuguese reflecting the diversity of immigrant and refugee populations in Toronto. 

Additionally, the program used a health bus for Pap testing, assisted with appointment 

booking and transportation and conducted outreach through community agencies and peer 

leaders.39  This multi-pronged approach employed peer leaders to promote awareness on 

breast cancer and cervical cancer screening in the community and facilitated access through 

outreach and offering transportation. Women in the CARES program intervention were more 

likely to get screened compared to women who did not attend the program after an 8-month 

follow-up period. 

Similarly, a mobile health clinic focusing on access to reproductive health care including 

cancer screening was based out of a van so the care team could travel to central locations 

where many immigrant women in the community worked and lived.40  These two 

interventions sought to address geographic barriers to access for women who had never been 

screened or were under screened by bringing services out into the community.41, 42 

Discussion
Despite the limited evidence, the programs identified in this review point to promising 

practices to improve access to primary and preventive care. In all cases, the primary care 

settings were interprofessional in nature and employed team-based care models. However, 

many newcomers have primary care physicians in the community that have independent 

practices. Consequently, it’s important to connect these physicians with resources that 

could support their immigrant and refugee patients. Three studies showed the importance 

of building networks and partnerships with community organizations to support access to 

health care for immigrants and refugees.43, 44, 45    
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Increasing primary care providers’ capacity in recognizing mental health problems and 

educating patients is an important step in promoting mental health care for immigrants and 

refugees who often seek care in primary care. The tablet-based screening tool from Ahmad 

and colleagues (2017) is an effective tool that could be translated and used in other primary 

care settings, particularly team-based settings with co-located mental health supports. In 

addition, to being translated in other languages the mental health screening questions had 

cross-cultural validity and providers were trained on cultural issues related to mental health. 

The language used in the questions and summary reports were also tested to ensure the 

concepts were simple and easy to understand for patients. 

Most studies targeted linguistic barriers, cultural barriers, health education and the 

organization of services as described in Table 1. However, there was a lack of attention 

on structural barriers such as geographic access, the cost of mental health services and 

reorienting service delivery. For breast cancer and cervical cancer screening, transportation 

was often cited as a major barrier to accessing care but only two programs provided 

transportation services for cancer screening.46, 47   Many community organizations and 

community health centres offer counselling to patients at no cost but for many patients in 

Ontario this is not the case. Therefore, mental health care remains inaccessible to many 

Ontarians who cannot afford to seek professional mental health support which can include 

recent immigrants and refugees. 

Programs attempt to address both individual and structural level barriers but programs 

targeted to individuals are easier to implement.48  Although language supports, cultural 

competency and health education are important to address for the diverse populations of 

immigrants and refugees, these supports tend to focus on the provider and patient and not 

look at upstream factors that may be affecting access to high quality and timely care. The 

benefits of co-locating services and promoting outreach models illustrate how community 

health centers and interprofessional teams are promising practices for serving immigrants 

and refugees.49  Only 1 intervention evaluated a care delivery model with intersectoral 

collaboration and showed promising results. Investing in interprofessional care and reducing 

geographic inequities that limit the accessibility of existing health care services are necessary 

to advance immigrant and refugee health.

This literature review demonstrates the need for comprehensive health care where primary 

care services are better integrated, prioritizing community engagement providing culturally 

sensitive training and leveraging intersectoral collaboration to improve access to care for 

immigrants and refugees. At a systems-level, organizations can consider maintaining links 

with community-based organizations, ensuring a strong representation of racial and cultural 

communities among staff and creating specific policies and programs on professional 

language interpretation to better serve diverse immigrant and refugee populations.50  
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There were, however, some limitations to this review. The search strategy did not include 

articles focused specifically on ethnocultural groups. While there are many shared 

characteristics between immigrants and refugees and racialized populations in general, 

if the article did not specify that people born outside of Canada were a part of the target 

population it was not included. There is considerable value in looking at how interventions 

have been developed, implemented and tested for populations whose experiences may be 

closely aligned with those of refugees and immigrants. However, interventions that focused 

on specific ethnocultural communities were beyond the scope of this review. Additionally, the 

literature review only focused on academic literature but there may be more implementation 

evidence in grey literature and program evaluations. However, there is a need for more 

evidence on rigorously tested interventions that are adequately described and much of the 

grey literature does not include detailed descriptions of interventions that can be scaled up or 

replicated in other settings.

Conclusion
This literature review summarizes key Canadian evidence in facilitating access to primary and 

preventive health care for immigrants and refugees. The results highlight the effectiveness of 

interprofessional and team-based care models in serving immigrant and refugee populations, 

the importance of peer-based support to address social, cultural and language barriers 

and leveraging the networks of community-based organizations that serve these diverse 

populations for outreach and system navigation. There is a need for more rigorous evaluation 

of targeted interventions that improve care for immigrant and refugee populations and 

have been adapted for different settings. This can support the development of evidence-

informed strategies and policies that advance the health of diverse of immigrant and refugee 

populations.
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Appendix A: Search Strategy

SCOPUS Search 

( ( TITLE-ABS-KEY ( immigra* OR refugee* OR migrant* OR newcomer* OR “asylum seeker*” 

) AND TITLE-ABS-KEY ( “preventive care” OR “preventive health” OR “preventative care” OR 

“preventative health” OR “mental health” OR “chronic disease” OR “chronic condition” OR 

“cancer screening” OR “primary PRE/3 care” OR “primary health*” ) AND TITLE-ABS-KEY 

( program* OR practice* OR project* OR pilot* OR strategy OR “strategies” OR initiative* 

OR intervention* OR policy OR policies OR model OR “case study” ) ) AND TITLE-ABS-KEY 

( canad* OR quebec* OR ontario* OR “New Brunswick*” OR newfoundland* OR alberta* 

OR “British Columbia*” OR manitoba* OR saskatchewan* OR “Prince Edward Island*” OR 

“Northwest Territories*” OR nunavut* OR yukon* OR “Nova Scotia*” ) ) AND ( PUBYEAR > 

1999 ) AND ( LIMIT-TO ( LANGUAGE , “English “ ) )

MEDLINE Search

1. exp “Emigrants and Immigrants”/

2. exp Refugees/

3. 1 or 2 

15. exp Primary Health Care/

16. exp Family Practice/ or exp General Practice/

17. exp Chronic Disease/

18. exp Preventive Medicine/

19. exp Health Services Accessibility/

20. exp “Delivery of Health Care”/

21. “mental health”.mp.

22. exp “mental health service”/

23. 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 

24. (Canad* or Quebec* or Ontario* or “New Brunswick*” or Newfoundland* or Alberta* 

or “British Columbia*” or Manitoba* or Saskatchewan* or “Prince Edward Island*” or 

“Northwest Territories*” or Nunavut* or Yukon* or “Nova Scotia*” or Toronto* or Vancouver* 

or Montreal*).mp. 

25. exp “Canada”/

26. 24 or 25 

27. 3 and 23 and 26

28. limit 27 to (english language and yr=”2000 -Current” and journal article)



Source:   https://ontario.cmha.ca/harm-reduction/ 
 

Harm Reduction 
Harm Reduction is an evidence-based, client-centred approach that seeks to reduce the 
health and social harms associated with addiction and substance use, without necessarily 
requiring people who use substances from abstaining or stopping.i Included in the harm 
reduction approach to substance use is a series of programs, services and practices. 
Essential to a harm reduction approach is that it provides people who use substances a 
choice of how they will minimize harms through non-judgemental and non-coercive 
strategies in order to enhance skills and knowledge to live safer and healthier lives. 

Harm reduction acknowledges that many individuals coping with addiction and problematic 
substance use may not be in a position to remain abstinent from their substance of choice. 
The harm reduction approach provides an option for users to engage with peers, medical 
and social services in a non-judgemental way that will ‘meet them where they are.’ ii This 
allows for a health oriented response to substance use, and it has been proven that those 
who engage in harm reduction services are more likely to engage in ongoing treatment as a 
result of accessing these services. Some harm reduction initiatives have also reduced blood 
borne illnesses such as HIV/AIDS and Hepatitis C, and have decreased the rates of deaths 
due to drug overdoses.iii 

What are some examples of harm reduction? 
Some practices that take a harm reduction approach include: using a nicotine patch instead 
of smoking, consuming water while drinking alcohol, using substances in a safe 
environment with someone they trust, and needle exchange programs for people who inject 
drugs. Harm reduction doesn’t just apply to the use of substances. We engage in harm 
reduction in our everyday lives to minimize a risk, such as wearing a helmet when riding a 
bike or enforcing seatbelts when driving in a car. 

Overdose Prevention Sites (which are also referred to as supervised injection services or 
safe consumption sites) are facilities that fall under the umbrella of harm reduction. These 
facilities are health services that provide a hygienic environment for people to consume 
substances under the supervision of medical professionals. In addition to supervised 
injection, individuals are provided with sterile supplies, education on safer consumption, 
overdose prevention and intervention, medical and counselling services, and referrals to 
drug treatment, housing, income support and other services. Overdose prevention sites 
have been known to reduce costs for the health care system, prevent blood borne illnesses 
such as HIV or Hepatitis C, helps individuals access supportservices and prevent overdose 
deaths. In addition, research shows that the existence of an overdose prevention site in a 
community does not lead to increased crime, and works to decrease public substance 
consumption. These facilities are helpful in reducing the harms related to substances, 
particularly opioids. Overdose prevention sites are an evidence-based component to a 
comprehensive treatment response. 

In order to further understand the philosophy behind Harm Reduction, it is important to 
discuss the main features, which include: 

https://www.ncbi.nlm.nih.gov/pubmed/20653622
http://www.stmichaelshospital.com/pdf/research/SMH-TOSCA-report.pdf
http://www.stmichaelshospital.com/pdf/research/SMH-TOSCA-report.pdf
https://www.ncbi.nlm.nih.gov/pubmed/17523986
http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/Public%20Surveillance%20Report_2017_03_17.pdf
http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/Public%20Surveillance%20Report_2017_03_17.pdf
https://www.bccsu.ca/wp-content/uploads/2016/10/insite_report-eng.pdf
http://www.communityinsite.ca/Petraretal2006.pdf
http://www.communityinsite.ca/Petraretal2006.pdf


Source:   https://ontario.cmha.ca/harm-reduction/ 
 

• Pragmatism: Harm Reduction recognizes that substance use is inevitable in a society 
and that it is necessary to take a public health-oriented response to minimize potential 
harms. 

• Humane Values: Individual choice is considered, and judgement is not placed on 
people who use substances. The dignity of people who use substances is respected. 

• Focus on Harms: An individual’s substance use is secondary to the potential harms 
that may result in that use. iv 

What are the goals of harm reduction? 
The overarching goal of the harm reduction approach is to prevent the negative 
consequences of substance use and to improve health. Harm reduction approaches and 
programming are supported internationally by global institutions such as UNAIDS, United 
Nations office on Drugs and Crime, and the World Health Organization , and it is seen as a 
best practice for engaging with individuals with addiction and substance use issues[v]. 

A frequent misconception of harm reduction is that it supports, or encourages, illicit 
substance use and does not consider the role of abstinence in addiction treatment. 
However, harm reduction approaches do not presume a specific outcome, which means 
that abstinence based interventions can also fall within the spectrum of harm reduction 
goals. Essentially, harm reduction supports the idea that those with addiction or substance 
use issues should be treated with dignity and respect and have a wide selection of 
treatment options in order to make an informed decision about their individual needs and 
what would be the most effective for them, while also reducing the harms. 

 
References 

i Thomas, G. (2005) Harm Reduction Policies and Programs Involved for Persons Involved 
in the Criminal Justice System. Ottawa: Canadian Centre on Substance Use. 
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Last Updated: December 14, 2018 
In 2017, there were 308 opioid overdose deaths in Toronto. This includes both 
accidental deaths and suicides combined. This represents a 66% increase in 
the number of people who died compared to 2016 and a 125% increase 
compared to 2015. In 2017, one in four opioid overdose deaths in Ontario 
occurred in Toronto. Preliminary data for 2018 indicate there were 111* opioid 
toxicity deaths in Toronto in the first six months. This number is expected to 
increase as the cause of death is confirmed for more cases. Please see the 
Data Notes tab for more information on this indicator. 
New data: In May 2017, the Office of the Chief Coroner of Ontario (OCCO) 
began using a new tool to collect information on deaths caused by opioid 
overdoses in the province of Ontario. Coroners now use the ‘Opioid 
Investigative Aid’ to gather detailed information about people whose deaths 
were caused by opioids. Analyses of preliminary data from July 1, 2017 to 
June 30, 2018 are summarized below the following graph. 
Annual number of deaths from opioid toxicity causes, Toronto, 2013 to 2017 

 
Source: Public Health Ontario. Interactive Opioid Tool. 2013 to 2017. Accessed 
on October 23, 2018. 



The numbers reported below are preliminary and subject to change. Only 
cases that are confirmed by the OCCO as opioid toxicity deaths are reported 
here. As coroners’ investigations proceed, it is expected that new cases for 
this time period will be identified, so these numbers may rise in the coming 
months. 
These data represent confirmed opioid toxicity deaths from July 1, 2017 to 
June 30, 2018. Please refer to the total number of deaths in 2017 in the figure 
above for the most recent full calendar year’s number (308 deaths). 
There were 293* confirmed opioid toxicity deaths among residents of Toronto 
between July 1, 2017 and June 30, 2018. During this one-year period, the 
majority of deaths in Toronto (96%) were accidental, compared to 89% in the 
rest of Ontario. Three percent of deaths in Toronto were classified as suicide, 
compared to 9% of deaths in the rest of the province.* 
Seventy-five percent of accidental opioid toxicity deaths in Toronto from July 
2017 to June 2018 were male. Fifty percent occurred among individuals aged 
25 to 44 years.* 
Accidental opioid toxicity deaths by age group and sex, Toronto, July 2017 to 
June 2018* 

 
Among accidental opioid toxicity deaths in Toronto from July 1, 2017 to June 
30, 2018, the most common ethno-racial groups include: 



• White (78%) 
• Black (6%) 
• Indigenous (3%) 
• Latin American (2%)* 

Forty-four percent of individuals were unemployed at the time of death. 
However, information on employment status was unknown or missing for 39% 
of individuals.* 
Most (68%) of people who died by accidental opioid toxicity in Toronto resided 
in a private dwelling at the time of their death. In Toronto, 13% of deceased 
individuals were experiencing homelessness compared to eight percent in the 
rest of Ontario. There were no deaths among residents of correctional 
facilities occurring in Toronto. 
Information on living arrangements was unknown or missing for 9% of 
individuals.* 
Accidental opioid toxicity deaths by living arrangements of the decedent, 
Toronto compared to the rest of Ontario, July 2017 to June 2018* 

 
For the majority (73%) of accidental opioid toxicity deaths between July 1, 
2017 and June 30, 2018, the overdose occurred in a private residence. 



Toronto had a higher proportion of deaths (9%) occurring outdoors compared 
to the rest of Ontario (6%).* 
Accidental opioid toxicity deaths by location of overdose incident leading to 
death, Toronto compared to the rest of Ontario, July 2017 to June 2018* 

 
In 65% of accidental opioid toxicity deaths occurring between July 1, 2017 and 
June 30, 2018 in Toronto, the deceased person was at home at the time of 
the death.  There was evidence of an attempt to resuscitate the deceased 
individual in 38% of the cases, compared to 47% in the rest of Ontario.  Forty-
seven percent of deaths occurred without another individual who could 
intervene at the time of overdose present; however, information was missing 
in 27% of cases.* 
Naloxone use was reported in 17% of accidental opioid toxicity deaths; 
however, there was missing information in 11% of cases. In 29% of cases 
where naloxone use was reported, it was administered by bystanders. In 52% 
of cases, it was used by hospital workers, and in 40% it was by emergency 
responders.* 
Fentanyl was the most commonly reported opioid contributing to death. 
Fentanyl and its analogues were more common contributors to accidental 
death in Toronto (77%) compared to the rest of Ontario (69%).* 



Accidental opioid toxicity deaths by type of opioid contributing to death, 
Toronto, July 2017 to June 2018*,†,‡ 

* 
Numbers are preliminary and subject to change.† Drug categories are not mutually 
exclusive; some deaths are attributed to multi-drug toxicity where a death can include 
more than one opioid as a cause.‡ The “All fentanyl combined” category includes 
fentanyl, carfentanil and fentanyl analogues. 
Data source: Coroner’s Opioid Investigative Aid, May 2017 to June 2018, 
Office of the Chief Coroner for Ontario, extracted October 29, 2018. 
 



Last Updated: January 04, 2019 
On August 21, 2017, Toronto Public Health opened the interim site for 
supervised injection services at The Works. Services moved to the permanent 
site on October 30, 2017. 
Supervised injection services are health services that provide a hygienic 
environment for people to inject pre-obtained drugs under the supervision of a 
trained health care professional. In addition to supervised injection, individuals 
are provided with sterile injection supplies, education on safer injection, 
overdose prevention and intervention, medical and counselling services, and 
referrals to drug treatment, housing, income support and other 
services. Please see the Data Notes tab for more information on these 
indicators. 
As of December 30, 2018, there were 30,968 visits to the supervised injection 
service. There were 544 visits where an overdose occurred, including 186 
visits where the client required naloxone. 
Weekly visits to the supervised injection service, The Works, August 21, 2017 
to December 30, 2018*,†,‡ 
 

 
Monthly number of visits to the supervised injection visits, The Works, August 
21, 2017 to December 30, 2018§. 

https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/supervised-injection-services/
https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/supervised-injection-services/
https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/supervised-injection-services/


 
* Before October 14, 2018, weeks were calculated Monday to Saturday. As of October 
14, 2018, the supervised injection service is also open on Sundays, weeks are now 
calculated Monday to Sunday and are labeled with the Monday of each week period. 
† Due to an ongoing review, data currently presented are preliminary and subject to 
change. 
‡ Some weeks include reduced hours due to holiday schedules. 
§ August 2017 and December 2018 are not complete months’ worth of data. Data are 
captured for August of 2017 starting on August 21, 2017. Data are captured for 
December of 2018 up to and including December 30, 2018. 
Source: The Works – Toronto Public Health. Supervised Injection Services. Updated 
January 03, 2018. 
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• LOCAL 

The introduction of safe injection services and overdose prevention sites in Toronto has 
divided public opinion about the city’s drug strategy and how it is dealing with the 
ongoing opioid crisis. 

There are more than 90 supervised injection services around the world, with the first 
one being opened in Switzerland over 30 years ago. 

In 2017, there were 303 opioid overdose deaths in Toronto and the city’s Board of 
Health adopted supervised injections services as part of the city’s Overdose Action 
Plan, adopted in March that year. 

With the concept being fairly new to Toronto and deeply polarizing, how these services 
operate and what goes on inside is a mystery to most. 

Broadly, supervised injection services and overdose prevention sites both offer 
supervised injection and medical care in case of an overdose. 

The following is a compilation of the most frequently asked questions about harm 
reduction services and how they work: 

What is a supervised injection service (SIS)? 

https://toronto.citynews.ca/category/local/


The City of Toronto describes supervised injection services as “health services that 
provide a hygienic environment” for people to inject drugs under the supervision of 
trained staff. 

Shaun Hopkins, Manager, Needle Exchange says they are longer term services that 
offer a wide range of health/harm reduction services including: 

• Referrals to drug treatment 
• Housing and income support 
• Education on overdose prevention and intervention 
• Medical and counselling services 

People who use the service are also provided with sterile injection supplies, education 
on safer injecting as well as overdose intervention and prevention services. 

Legal approval to operate these services is granted by Health Canada. In Ontario 
operational funding is provided by the Ministry of Health and Long-Term Care. 

What is an overdose prevention site (OPS)? 

Hopkins says overdose prevention sites are “temporary, low-barrier services focused on 
overdose prevention and response.” 

They have been broadly implemented in British Columbia and Alberta in response to the 
opioid overdose crisis. For similar reasons, the Ministry of Health and Long-Term Care 
launched an overdose prevention site program for Ontario in January. 

They provide many of the same services as safe injection sites including supervised 
injection and the provision of sterile supplies. 

The province grants overdose prevention sites approvals to operate for three or six 
month periods with the potential for extension. 

Does an SIS or OPS provide drugs? 

No. Supervised injection sites and overdose prevention sites do not supply users with 
drugs. Anyone availing of the services brings pre-obtained drugs to the site acquired 
elsewhere or accesses life-saving services when needed. 

Are these services legal in Canada? 

Yes. Supervised injection services and overdose prevention sites are legal in Canada 
and require an exemption under Section 56 of the Controlled Drugs and Substances 
Act (CDSA). Exemptions are granted by the federal Minister of Health. The Respect for 

http://laws-lois.justice.gc.ca/eng/AnnualStatutes/2015_22/page-1.html


Communities Act passed in 2015 outlines how to apply and the criteria that need to be 
fulfilled to attain a Section 56 exemption. 

What happens inside an SIS? 

When a person visits a supervised injection site, they are assessed by staff to make 
sure they are eligible for the program. 

They are then given sterile needles and other equipment along with instructions on safe 
injecting practices. The person then injects drugs under the supervision of a nurse in a 
room designated specifically for safe injecting. The nurse intervenes in case of any 
medical emergencies. 

Once the person has injected their drugs, they are taken to a waiting room where they 
are watched for any negative drug reactions. They are also given information and 
referrals to other health and social supports at the site or elsewhere in the community. 

Won’t a service like this enable or encourage more drug use? 

According to the City of Toronto, there is no evidence that harm reduction services like 
supervised injection sites encourage or promote drug use. The availability of supervised 
injection services does not cause people to start injecting drugs. 

The services are used mainly by people who have a long history of drug use and 
research has found that SIS do not lead to relapse or stop people from quitting. 

How many supervised injection sites does Toronto have? 

Toronto currently has four supervised injection sites: 

• Toronto Public Health, 277 Victoria St. 
• South Riverdale Community Health Centre, 955 Queen St. E. 
• Fred Victor, 145 Queen St. E. 
• Parkdale Queen West Community Health Centre, 168 Bathurst St. 

  

http://laws-lois.justice.gc.ca/eng/AnnualStatutes/2015_22/page-1.html
https://www.toronto.ca/


 

There are also several overdose prevention sites which provide life-saving services that 
help to reduce the number of overdose deaths across the city. A full list of overdose 
prevention sites can be found here: Overdose prevention sites in Toronto. 

Are safe injection services available 24/7? 

No. The locations offering safe injection and overdose prevention services in Toronto 
have specific hours and some are open all week while others are closed on the 
weekend. 

A full list of locations and the hours they are open can be found here: List of locations 
and hours of operation. 

Does crime noticably increase in neighbourhoods where SISs are located? 

Safe injection sites are commonly opened in areas that clearly need them, usually 
where drug use is already affecting the neighbourhood. The City of Toronto says 
research shows they do not contribute to more crime in communities where they 
operate. 

Are the police allowed to arrest people using safe injection services? 

No. Supervised injection services have an exemption to Section 56 of the Controlled 
Drugs and Substances Act. The exemption means people who use the services are 
protected from being prosecuted for drug use within the site. 

https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/overdose-prevention-and-response/overdose-awareness/?accordion=refer-your-clients-to-supervised-injection-services
https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/overdose-prevention-and-response/overdose-awareness/?accordion=refer-your-clients-to-supervised-injection-services
https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/overdose-prevention-and-response/overdose-awareness/?accordion=refer-your-clients-to-supervised-injection-services


What are the benefits of safe injection services? 

Both international and Canadian research shows that safe injection services not only 
save lives, but also benefit the community in a number of ways: 

• With supervised injecting, the number of drug overdoses and deaths are reduced. 
• Provision of clean needles and other supplies helps reduce risk factors that lead to 

infectious diseases like hepatitis and HIV. 
• By reducing the spread of disease, safe injection services help reduce the burden 

on healthcare services and are therefore cost-effective. 
• Safe injection services connect people with other health and social services. 
• Safe injection services lead to an increase in the use of of detox and drug 

treatment services. 

Are SIS and OPS programs effective? 

“The goal of these services is to prevent overdose deaths, reduce public injection and 
publicly discarded drug use equipment” says Hopkins. “The evidence shows that they 
are effective in meeting these goals.” 
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REPORT FOR ACTION 

Toronto Overdose Action Plan: Status Report 2018 
Date:  June 4, 2018 
To:  Board of Health 
From:  Medical Officer of Health 
Wards:  All 

SUMMARY 

Toronto continues to be in the midst of an opioid poisoning emergency. Rates of fatal 
opioid poisoning and emergency room visits related to opioid poisoning are increasing. 
Fentanyl is prevalent in illicit opioid markets, and has replaced heroin/morphine as the 
most commonly present opioid in accidental overdose deaths in Toronto.  

In March 2017, the Board of Health endorsed the Toronto Overdose Action Plan, which 
provides a comprehensive set of actions to prevent and respond to overdoses, targeted 
to all levels of government. Over the last year, the Medical Officer of Health and Toronto 
Public Health staff have worked with other City divisions, and community and 
institutional partners to implement the Action Plan recommendations. This staff report 
provides a summary of actions taken over the last year. The report also highlights 
ongoing efforts, including community dialogues on a public health approach to drug 
policy in Canada.  

While considerable work has been done, the situation remains urgent, and more must 
be done. Toronto Public Health remains committed to working with our partners to scale 
up our response to this public health crisis in our community, and enable service 
providers to implement actions as recommended in the Action Plan. 

RECOMMENDATIONS 

The Medical Officer of Health recommends that: 

1. The Board of Health reinforce with provincial and federal governments the urgency of
the opioid poisoning emergency, and the critical need to scale up actions in response.

2. The Board of Health urge the Ministry of Health and Long-Term Care to extend
approval of the maximum term for overdose prevention sites from the current six
months to a 12-month period.

3. The Board of Health urge the Ministry of Health and Long-Term Care to support
urgent implementation of managed opioid programs (i.e. pharmaceutical

HL27.01 
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heroin/diacetylmorphine and/or hydromorphone), including low barrier options, across 
Ontario.   

FINANCIAL IMPACT 
 
There is no financial impact associated with this report. 
 
 

DECISION HISTORY 
 
There have been a number of updates on the Toronto Overdose Action Plan since its 
endorsement by the Board of Health in March 2017, including:  
 
On January 22, 2018, the Board of Health approved additional measures to respond to 
the overdose crisis, including supporting implementation of overdose prevention sites. 
http://app.toronto.ca/tmmis/viewAgendaItemHistory.do?item=2018.HL24.4               
 
On October 10, 2017, City Council approved additional urgent measures to respond to 
the overdose crisis, including those approved by the Board of Health at its September 
25, 2017 meeting. 
http://app.toronto.ca/tmmis/decisionBodyProfile.do?function=doPrepare&decisionBodyI
d=961#Meeting-2017.CC32    
 

COMMENTS 
 
Drug overdoses in Ontario and Toronto 
 
In 2017, there were 1,261 opioid overdose deaths in Ontario1, up from the 867 deaths in 
2016, and representing a 45% increase. In Ontario, fentanyl or fentanyl analogues were 
detected in 66% of opioid overdose deaths from May to July and 75% of deaths from 
August to October. In addition, emergency room visits related to opioid overdoses in 
Ontario increased from 4,453 in 2016 to 7,658 in 2017, an increase of 72%. In 
Coroner's data for opioid overdose deaths in Ontario from May to October 2017, non-
pharmaceutical opioids were a cause in about three quarters (73%) of deaths.2 
 
Data from Toronto Paramedic Services (TPaS) show similar trends for Toronto3. 
Between August 7, 2017 and May 13, 2018 (approximately nine months), TPaS 
attended 2,186 non-fatal and 139 fatal suspected opioid overdose calls. In the past six 
months (from November 13, 2017 to May 13, 2018), Toronto emergency departments 
saw 8,101 visits for substance-related issues, including 1,533 visits for suspected 
overdoses.  
 
The number of opioid poisoning deaths has increased steadily in Toronto. In 2017, there 
were 303 opioid overdose deaths. This represents a 63% increase in the number of 
people who died, compared to 2016 and a 121% increase compared to 2015. In 2017, 
one in four opioid overdose deaths in Ontario occurred within Toronto. 

http://app.toronto.ca/tmmis/viewAgendaItemHistory.do?item=2018.HL24.4
http://app.toronto.ca/tmmis/viewAgendaItemHistory.do?item=2018.HL24.4
http://app.toronto.ca/tmmis/decisionBodyProfile.do?function=doPrepare&decisionBodyId=961#Meeting-2017.CC32
http://app.toronto.ca/tmmis/decisionBodyProfile.do?function=doPrepare&decisionBodyId=961#Meeting-2017.CC32
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Summary of key actions to implement the Toronto Overdose Action Plan 
 
Overall response by government:  
Over the last year, all orders of government have taken action to save lives, and details 
related to specific initiatives are outlined in this report. New funding has been targeted 
to overdose prevention and response measures. The federal government's 2017 budget 
included $100 million over five years, and $22.7 million in ongoing funding for Canadian 
Drugs and Substances Strategy initiatives and responses to the opioid poisoning crisis. 
In 2016, the provincial government announced $222 million over three years for opioid 
poisoning initiatives. Some of this funding is flowing through Local Health Integration 
Networks (LHINs). Further, as part of Ontario's 2018 budget, the Province committed 
$2.1 billion for mental health and addictions. Toronto Public Health (TPH) also 
increased funding for overdose prevention in 2017, and details are discussed later in 
this report.  
 
In October 2017, the provincial Minister of Health and Long-Term Care (MOHLTC) 
established an Opioid Emergency Task Force, including Toronto's Medical Officer of 
Health (MOH), diverse service providers, and people with lived experience, to advise 
and inform government responses. The MOHLTC also activated the Ministry 
Emergency Operations Centre to provide operational coordination during the opioid 
poisoning emergency. Several LHINs are, or have, developed opioid strategies. The 
federal government also released a Public Health Emergency Response statement.  
 
In Toronto, Mayor John Tory worked with the Federation of Canadian Municipalities Big 
City Mayors’ Caucus to drive advocacy efforts at a national level, supported by City 
staff, including staff from TPH. The Chairs of the BOH and the Toronto Drug Strategy 
Implementation Panel have been strong advocates on the overdose emergency. The 
MOH and TPH staff have worked with other City divisions, and community and 
institutional partners to implement the Toronto Overdose Action Plan. Toronto Public 
Health staff have also promoted action and advocacy through national, provincial and 
local committees. 
 
Indigenous Overdose Prevention & Response Strategy:  
The Toronto Overdose Action Plan recommended a separate Indigenous-led process to 
develop an Indigenous Overdose Prevention & Response Strategy (IOPRS) specifically 
for Indigenous people in Toronto. The Toronto Central LHIN funded an Indigenous 
facilitator to undertake this work with TPH. Working with an advisory group, a process 
has been designed to capture the input of Indigenous people who use drugs and the 
service providers who work with them, through interviews, talking circles and focus 
groups. The consultation phase of this initiative is underway, and will inform the content 
of the IOPRS. 
 
Naloxone access and distribution: 
Access to naloxone has dramatically increased over the past year. Between January 1, 
2017 and April 19, 2018, TPH distributed 7,717 naloxone kits to people who use drugs. 
The provincial government has made naloxone available free-of-charge from 
participating pharmacies, including 100 pharmacies in Toronto. The Province is now 
providing nasal naloxone, and a health card is no longer required. In addition, the 
Province expanded the range of community agencies that can distribute naloxone to 
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people who use drugs. Toronto Public Health is rolling out this new provincial program 
in Toronto, and as of March 2018, a total of 33 agencies were enrolled, with more in 
process. In the first five months of the program, 6,883 kits were distributed to agencies 
for their clients. The City's Shelter, Support & Housing Administration (SSHA) division 
applied to have two of their directly-operated shelters participate in this expanded 
program, and promoted it to their funded agencies.  
 
In January 2018, the MOHLTC announced it would also provide naloxone to fire and 
police services. Toronto Fire Services has been carrying naloxone since fall 2017, and 
in February 2018, the Toronto Police Service announced select personnel will carry it.   
 
Some treatment services are distributing naloxone to their clients, and some hospitals 
have begun distribution of naloxone through emergency departments. The Province has 
agreed to provide naloxone to hospitals, and charged local public health units with 
managing this distribution. Toronto Public Health is in the process of training staff at 
eligible hospitals, and working with them to develop policies and procedures for 
naloxone distribution. The provincial Ministry of Community Safety & Correctional 
Services provides everyone leaving an Ontario prison with a wallet card with information 
on overdose risks, the Good Samaritan Drug Overdose Act, and how to get a free 
naloxone kit. Naloxone is offered to anyone being discharged from a provincial prison 
who may be at risk of overdose. Naloxone is also available for staff use in all provincial 
correctional facilities, and training for probation and parole staff is underway.  
 
A key gap in this area is funding for naloxone kits for community service providers to 
use should one of their clients overdose. More agencies can distribute naloxone to their 
clients now, but they do not have it available for their own use. Many community 
services have had people overdose in their agencies and want to have naloxone 
available onsite for staff to use. Toronto Public Health continues to advocate with the 
MOHLTC for the provision of naloxone in community agency first aid kits. 
    
Overdose prevention and response training and support:  
Toronto Public Health developed and has delivered overdose recognition, prevention 
and response training, and since June 2017, has trained over 1,886 staff from a variety 
of City divisions and community agencies. Toronto Public Health has also helped 
organizations develop overdose protocols, and promoted use of an Organizational 
Opioid Overdose Risk Assessment tool.  
 
Other City divisions have also taken action to train staff on overdose prevention and 
response, and some have naloxone onsite at their service locations, including:    
• All Toronto Public Library (TPL) branches and locations have emergency overdose 

kits onsite, including naloxone. A majority of TPL employees have completed 
overdose awareness training, and many have completed naloxone training, and this 
training is continuing.   

• Parks, Forestry & Recreation (PF&R) customized TPH's overdose prevention 
training curriculum to meet staff requirements, and continue to deliver this training. 
To date, 195 staff have been trained, and more training is planned for 2018. PF&R 
has also equipped Parks Ambassadors, who frequently interact with vulnerable and 
street-involved people, with naloxone and training.  
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• Toronto Employment & Social Services (TESS) is working with TPH to train onsite 
security staff about overdose prevention and response, including naloxone 
administration. All TESS staff will be made aware that security staff are trained and 
have naloxone available to administer in case of an overdose. 

• Staff in SSHA developed an overdose policy and procedure for all directly-operated 
shelters and winter respite services, and adapted it into a template to share with 
community shelters and winter respite sites. They also implemented an initiative 
providing naloxone in emergency kits at shelters and drop-ins (30 sites in total). Prior 
to receiving the kits, each agency completed a declaration confirming that staff 
received overdose training from TPH, and that naloxone policies and procedures 
were in place at the site. 

• Staff in SSHA also developed an implementation plan for shelter services focused 
on supporting agencies to access overdose and harm reduction training and 
resources. They also collaborated with TPH to train over 180 City shelter staff 
(frontline and shift supervisors) in overdose prevention and response. And, they 
promoted training opportunities and overdose policy and procedure templates to 
community shelters, drop-in services and other agencies.  

• Staff in SSHA also released a survey for all directly-operated and funded shelter, 
drop-in and winter respite services to identify challenges accessing naloxone, 
overdose training and resources, to inform further action.  

• The SPIDER team in Social Development, Finance & Administration promoted the 
TPH overdose prevention and response training widely across the city. They also 
collaborated with TPH to hold a public dialogue about the overdose crisis.  

 
In May 2018, the Medical Officer of Health (MOH) wrote to organizations that deliver 
first aid training in Toronto encouraging them to add overdose recognition and response 
training, including naloxone administration, to their first aid training, if they have not 
already done so. Many employees are required to take first aid training, which provides 
a useful access point to deliver this life-saving training.  
 
Harm reduction services and outreach:  
Harm reduction services, including outreach to people who use drugs, are critical to 
saving lives. Toronto Public Health prioritized funding for peer-based overdose 
prevention initiatives under the Toronto Urban Health Fund. In 2017, $796,536 was 
allocated to 13 harm projects to implement harm reduction services and train 55 peer 
workers in overdose prevention. Two overdose prevention train-the-trainer sessions 
were conducted with 39 peer workers completing the training. Further, in fall 2017, TPH 
allocated an additional $150,000 in one-time funding to expand peer outreach through 
the five community health agencies already distributing naloxone in Toronto.  
 
Over the last year, TPH expanded their street and mobile outreach services at The 
Works, targeting areas where overdoses have been occurring most frequently. 
Currently, there are 45 agencies across Toronto under contract with TPH to provide 
harm reduction supplies and safer drug use education. The MOH has sent letters to the 
Executive Directors and Chairs of the Boards of Directors of the agencies that currently 
distribute harm reduction supplies emphasizing the urgency of responding to the 
overdose crisis, strategies for enhancing services, and outlining how TPH can support 
them in expanding their response.  
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While new investments in harm reduction services have been helpful in the response to 
the overdose crisis, there is still limited core funding for these services. Toronto Public 
Health continues to advocate for core funding to harm reduction services to support 
existing and expanded service delivery to people who use drugs.  
 
In May 2017, SSHA released its Harm Reduction Framework. As part of the roll out of 
this framework, harm reduction has been incorporated into a mandatory module for all 
new SSHA staff. They also worked with TPH to develop an online module about harm 
reduction with a specific focus on overdose and naloxone administration for the Toronto 
Hostel Training Centre’s communicable disease course, which is mandatory for all 
shelter staff. A harm reduction section was also included in SSHA's Home for Good 
funding applications that requires agencies to outline harm reduction approaches in 
their services.  
 
Grief and trauma support: 
A critical issue is the well-being of people who are impacted by responding to overdoses 
(often multiple times), and by the grief and trauma caused by the death of loved ones 
and community members. In 2017, the Toronto-Central LHIN provided one-time funding 
to the AIDS Bereavement & Resiliency Program of Ontario for a pilot project to develop 
and deliver trauma and grief supports for people affected by fatal and non-fatal 
overdoses. There is an ongoing and growing need for this type of support, and TPH 
continues to advocate for funding for these services.   
 
Good Samaritan Drug Overdose Act: 
Some people are afraid to call 911 for medical assistance when an overdose happens 
because they fear arrest if police attend the call. In response to this issue, the federal 
government passed the Good Samaritan Drug Overdose Act in 2017. This legislation 
protects people from arrest of certain drug possession charges at an overdose scene. 
The federal government has been promoting information about the new Act with posters 
and online information, and recently produced a wallet card. The Canadian HIV/AIDS 
Legal Network also worked with community partners to develop a wallet card for people 
who use drugs. The card provides information about the offences that the law does and 
does not cover. Toronto Police Service officers have been trained on this new law. 
 
Supervised injection services:  
Supervised injection services (SIS) are a critical part of the continuum of health services 
needed for people who use drugs. Over the last few years, the federal government has 
made the SIS application process easier although it is still a lengthy process. The 
provincial MOHLTC launched a SIS funding program in fall 2017 to support 
implementation of SISs across the province, including in Toronto. 
 
Toronto Public Health opened an interim SIS at The Works in August 2017 in response 
to a surge in overdoses occurring at that time. The permanent SIS opened on 
November 8, 2017, and operates Monday to Saturday (10am-10pm). Plans are 
underway to expand services to Sunday. Between August 21, 2017 and April 14, 2018, 
there were 8,189 client visits. There with 123 visits where an overdose occurred, 
including 34 visits where the client required naloxone.  
 
Three additional SISs have opened in the last year, including:  
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• South Riverdale Community Health Centre on November 27, 2017; 
• Fred Victor Centre on February 21, 2018; and, 
• Parkdale-Queen West Community Health Centre SIS on March 16, 2018.  
 
Overdose prevention sites:  
In the present overdose emergency, less formal, urgent approaches are needed and 
overdose prevention sites (OPSs) can help fill this role. These services are intended as 
a short-term, emergency response, and can be opened more quickly than a SIS. These 
services have been operating for some time in B.C. and Alberta.  
 
In August 2017, the Toronto Overdose Prevention Society opened an OPS in Moss 
Park in response to rising overdoses in that neighbourhood. On November 15th, 2017, 
the federal Minister of Health announced plans to make it easier for provinces to 
implement OPSs. On December 7th, the provincial Minister of Health and Long-Term 
Care announced that he had requested and was granted a federal class exemption to 
allow OPSs to operate in Ontario for three or six month periods. In January 2018, the 
MOHLTC launched an OPS program. Given the ongoing nature of this crisis, it is likely 
that services will be needed over a longer term. It is therefore recommended that that 
the Board of Health urge the MOHLTC to allow OPSs to operate for a 12-month period. 
 
To support the scaling up of our collective response, TPH staff have been delivering 
presentations across the city highlighting data on where overdoses are frequently 
occurring, and promoting strategies for how agencies can enhance their responses to 
the crisis. Toronto Public Health staff have also supported agencies contemplating 
operating an OPS, including help with the application process. Further, TPH staff have 
partnered with SSHA staff to facilitate conversations with shelter and housing providers 
about implementing or enhancing harm reduction services, including OPSs. 
 
Several community organizations in Toronto have applied to operate an OPS. Overdose 
prevention sites have opened at St. Stephen's Community House and the Regent Park 
Community Health Centre. The OPS operated by the Toronto Overdose Prevention 
Society in Moss Park has received provincial approval and funding, and will be moving 
to an indoor location in the neighbourhood soon. Street Health has also received 
approval to operate an OPS, and will be opening in the near future. A fifth OPS has 
been approved for Toronto, and more details on this location are expected soon.  
 
Drug checking services: 
Toronto Public Health staff are working with the Centre for Drug Policy Evaluation, 
Toronto SISs and hospital laboratories on a drug checking project for Toronto. The 
project will allow people using SISs to test samples of illicit drugs so that they can make 
informed choices about their drug use based on the results. Funding for this project has 
been secured from the federal Substance Use & Addiction Program, which has enabled 
the project to get underway. The group is also seeking research funding for this project.  
 
Health Canada has amended their policies to support drug checking projects applying 
for exemptions under the Controlled Drugs and Substances Act. A federal exemption is 
needed to protect staff and clients from drug possession offences. As the Toronto drug 
checking project will operate at existing SISs, an amendment to their existing federal 
exemption is all that is required.   
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The MOHLTC is providing fentanyl test strips to all SISs and OPSs operating in Ontario 
so that drugs may be checked for fentanyl. There have been some issues with the 
testing process for these strips that have now been resolved, and use of the test strips 
will begin soon.   
 
Health Canada's Drug Analysis Service, which analyzes seized drug samples for law 
enforcement agencies, began publishing quarterly results of the substances most 
frequently found in drug samples. Information for 2016 and 2017 is posted online, 
nationally and by provinces/territories.   
 
Substance use treatment: 
Access to on-demand treatment was a key recommendation in the Toronto Overdose 
Action Plan, and new investments have been made in treatment over the last year. The 
federal government has allocated $5 billion over 10 years to provinces and territories for 
mental health and addictions, and while details are not yet available, it is expected that 
some of this funding will go to treatment. The provincial MOHLTC has allocated new 
resources for substance use treatment, and chronic pain. The new funding has resulted 
in six Rapid Access to Addiction Medicine (RAAM) clinics in Toronto, which can quickly 
start someone on opioid agonist therapy (OAT), and link them with a physician for 
ongoing support. The TC-LHIN is funding an additional Nurse Practitioner and seven 
new Registered Nurses to support the five hospital-affiliated withdrawal management 
services in Toronto. In addition, permanent provincial funding has been secured for a 
much needed program for lesbian, gay, bisexual, transgender, two-spirit and queer 
(LGBTTQ) youth at Breakaway Addiction Services.  
 
Staff at TPH are working with community and health stakeholders on strategies to 
support faster implementation of new therapies to substitute toxic illicit opioids with 
safer, pharmaceutical opioids. In fall 2017, TPH staff worked with the Centre for 
Addiction & Mental Health and others to deliver a webinar on supervised injectable 
OAT. In April 2018, TPH hosted a stakeholder meeting on managed opioid programs 
(MOPs), which provide diacetylmorphine (pharmaceutical heroin) and/or 
hydromorphone to people who are regular opioid users. The group identified a number 
of barriers to the implementation of MOPs in Toronto, and discussed next steps.  
 
Toronto Public Health is exploring the potential to expand their existing methadone and 
Suboxone program to include prescription hydromorphone. This involves learning 
from the experience of MOPs operating in Vancouver and Ottawa. In addition, TPH is 
part of a group of researchers and service providers that have applied for funding for a 
research study to look at the preferences of people who use drugs with regards to 
managed opioid programs. 
 
The federal government has also made a regulatory change so that prescribers no 
longer need an exemption under the Controlled Drugs and Substances Act to prescribe 
methadone. They have also reduced barriers to prescribing diacetylmorphine 
(pharmaceutical heroin) by allowing programs outside of hospitals, and allowing Nurse 
Practitioners to prescribe. However, there are other regulatory barriers that prevent 
access to this treatment in Canada, including strict importation and program delivery 
requirements.   
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The Canadian Research Initiative in Substance Misuse produced a national clinical 
practice guideline4 for opioid use disorder that may reduce barriers to traditional OAT 
(i.e. methadone, Suboxone). The guidelines include an urgent call for action at 
multiple levels to reduce barriers to diacetylmorphine and/or hydromorphone treatment. 
There are barriers offering this treatment in Toronto, including funding. It is therefore 
recommended that the BOH urge the MOHLTC to support urgent implementation of 
managed opioid programs (i.e. pharmaceutical heroin/diacetylmorphine and/or 
hydromorphone), including low barrier options, across Ontario.   
 
Monitoring overdose information:  
Toronto Public Health has dedicated resources to monitoring information about opioid 
poisonings, and reporting out to the community. The Toronto Overdose Information 
System is an online tool that includes data on TPaS overdose calls, hospital emergency 
room visits, opioid overdose deaths, and visits to the TPH SIS at The Works. In March 
and April 2018, TPH released more detailed information about where overdoses are 
happening across the city, including at a neighbourhood level and by major 
intersections. A map of TPaS calls by city area will be posted monthly. 
 
Real-time monitoring related to drugs and drug poisonings continues to be challenging 
because of how and when information is collected. People who use drugs and harm 
reduction service providers continue to share information informally through their 
networks. The TPH/community collaborative ReportBadDrugsTO.ca website has been 
revised to allow people to anonymously report overdoses, and this information is 
provided back to the community. Toronto Public Health also continues to collaborate 
with community partners to send out drug alert notices, as appropriate.   
 
Public awareness and education: 
Information about overdose prevention and response is needed for many audiences. 
While TPH is not aware of any overdose incidents in secondary schools, there has been 
concern about potential overdoses among youth. In fall 2017, the MOH sent information 
to all school boards in Toronto about what they could do to help prevent and respond to 
potential overdoses, and provided information to share with parents and caregivers. The 
MOH also sent similar information to all college and university registrars in Toronto with 
information to send out to students. Local school boards and post-secondary institutions 
haven taken action. For example, George Brown College is developing a protocol that 
will allow trained staff to administer naloxone. In February 2018, the Toronto District 
School Board announced that all secondary schools will have naloxone onsite, and staff 
will be trained in overdose prevention and response.  
 
Provincial and federal governments have produced public education materials, including 
posters, to inform people about overdose risks. The federal government has also 
provided online information about the role of stigma in substance use and overdose. 
Toronto Public Health is expanding public education and launched an anti-stigma 
campaign on May 19, 2018 as a part of our ongoing overdose prevention and response 
efforts. The anti-stigma campaign aims to help start conversations about substance use. 
This campaign focuses on showing people how they can reduce the stigma and 
discrimination associated with drug use by changing our language to support people in 
a compassionate and respectful way, which is critical to saving lives. The creative 

https://s.tphsurvey.chkmkt.com/?e=109785&h=C06DF5405F4C680&l=en
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material from the anti-stigma campaign was adapted with permission from British 
Columbia's Stop Overdose B.C. campaign launched by the B.C. Ministry of Mental 
Health and Addictions earlier this year. The anti-stigma campaign will appear online, in 
TTC bus shelters, stations and subway cars, in Toronto Public Libraries and recreation 
centres until June 17, 2018.   
 
Public health approach to drug policy:  
The Toronto Overdose Action Plan recommended that TPH undertake a community 
dialogue on what a public health approach to drug policy should look like for Canada. 
This action came in response to a strong theme raised in the community consultations 
for the Toronto Overdose Action Plan calling for decriminalization or even legal 
regulation of drugs as part of the solution to the overdose crisis. Staff at TPH have 
worked with a diverse steering committee on this initiative, including development of a 
discussion paper and accompanying fact sheets. Toronto Public Health launched this 
community dialogue on May 9, 2018. A dedicated website provides information on how 
the public can get involved, including participating in one of two community sessions, 
and an online survey. Staff will report to the BOH on this issue, including the results of 
the community dialogue, in the summer.  
 
Continuing efforts: 
The past year has seen significant action and mobilization to prevent and respond to the 
opioid poisoning emergency that is affecting Toronto and other communities across 
Canada. The actions result from a willingness to work together and a strong 
commitment to respond to this public health crisis. While it is important to recognize the 
efforts and action taken to date, the situation remains urgent, and more must be done. 
Toronto Public Health remains committed to working with our partners to save lives and 
improve the health and well-being of people who use drugs.  

CONTACT 
 
Jann Houston, Director, Strategic Support, Toronto Public Health 
Phone: 416-338-2074, Email: jann.houston@toronto.ca  
 
Susan Shepherd, Manager, Toronto Drug Strategy Secretariat, Toronto Public Health 
Phone: 416-338-0923, Email: susan.shepherd@toronto.ca    

SIGNATURE 
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Medical Officer of Health 

 
 
 

mailto:jann.houston@toronto.ca
mailto:susan.shepherd@toronto.ca


Toronto Overdose Action Plan: Status Report 2018    Page 11 of 11 

 
References 

1 Public Health Ontario. Opioid-related morbidity and mortality in Ontario. May 23, 2018. 
Retrieved May 25, 2018 from:   
http://www.publichealthontario.ca/en/dataandanalytics/pages/opioid.aspx#/trends 
 
2 Office of the Chief Coroner for Ontario. Opioid Mortality Data, January-October 2017. 
February 9, 2018. 
 
3 Toronto Paramedic Services (2018). Toronto Overdose Information System (TOIS), 
Toronto Public Health. May 15, 2018. www.toronto.ca/health/overdosestats  
 
4. Julie Bruneau, Keith Ahamad, Marie-Eve Goyer, Ginette Poulin, Peter Selby, 
Benedikt Fischer, T. Cameron Wild, Evan Wood. Management of opioid use disorders: 
a national clinical practice guideline. CMAJ March 5, 2018 190 (9) E247-E257; DOI: 
10.1503/cmaj.170958. Retrieved April 6, 2018: http://www.cmaj.ca/content/190/9/E247    
 

                                            

http://www.publichealthontario.ca/en/dataandanalytics/pages/opioid.aspx#/trends
http://www.toronto.ca/health/overdosestats
http://www.cmaj.ca/content/190/9/E247


Harm Reduction Sites in Toronto 
January 2019 

Location Approval Date Expiry Date Exempted Services1  Status 

Fred Victor Centre Site 
(Fred Victor Centre) 

• 145 Queen St E 

February 20, 2018 February 28, 2019 • Injection 
• Peer assistance 

evaluative pilot 

Currently offering 
services 

Parkdale Queen West 
Community Health Centre 
(Parkdale Queen West 
Community Health Centre) 

• 168 Bathurst St 

March 5, 2018 March 31, 2019 • Injection 
• Intranasal 
• Oral 

Currently offering 
services 

South Riverdale Community 
Health Centre  
(South Riverdale Community 
Health Centre) 

• 955 Queen St E 

November 30, 
2018 

November 30, 2021 • Injection 
• Intranasal 
• Oral 
• Peer assistance 

evaluative pilot 

Currently offering 
services 

The Works 
(Toronto Public Health) 

• 277 Victoria St 

October 31, 2018 October 31, 2021 Injection Currently offering 
services 

 

                                                           
1 Exempted services are services available at this site. Exempted services may not all be currently offered. 



In addition to these active sites, Health Canada is reviewing applications for five further sites in Toronto: 
 

Proposed site (Applicant) Site Address Date received by Health Canada Status of 
Health Canada decision process 

Moss Park  
Overdose Prevention Site  
(South Riverdale 
Community Health Centre) 

134 Sherbourne St August 27, 2018  
Review Stage 
Awaiting key information before decision can be 
taken 

Parkdale Supervised 
Consumption Site 
(Parkdale Queen West 
Community Health Centre) 

1229 Queen West St December 14, 2018 Screening Stage 

Regent Park Community 
Health Centre Overdose 
Prevention Site 
(Regent Park Community 
Health Centre) 

465 Dundas St E 

 

September 6, 2018 Review Stage Awaiting key information before 
decision can be taken 

St. Stephen’s Community 
House 
(St. Stephen’s Community 
House) 

260 Augusta Ave September 26, 2018  
Review Stage 
Awaiting key information before decision can be 
taken 

Street Health 
(Street Health) 

338 Dundas St E September 20, 2018 Review Stage 
Awaiting key information before decision can be 
taken 

Screening: 
The applicant's submission has been received and is being examined to verify whether it contains sufficient information for Health Canada to review the 
application. 
Review: 
The application is thoroughly examined to determine whether the information is complete and clear. When the application is deemed complete, the applicant is 
notified that the application has been deemed complete. Health Canada will make a final decision after this stage. 


	Health
	ON360-Health-Inequalities
	Arjumand Siddiqi is Canada Research Chair in Population Health Equity and Associate Professor at the Dalla Lana School of Public Health, University of Toronto
	Faraz Vahid Shahidi is a doctoral candidate in the Division of Social and Behavioural Health Sciences at the Dalla Lana School of Public Health, University of Toronto

	Thriving-in-the-City-What-does-it-cost-1
	Thriving-Retirement-Conceptual-Wellesley-Institute-May-2018
	Introduction
	Approach
	Research Approach
	Previous Work
	Methods

	Thriving in the City Framework
	Food and Nutrition
	Shelter
	Transportation
	Physical Activity
	Health Care
	Personal Care
	Social Participation
	Contingencies

	Discussion and Implications
	References

	Supportive-Housing-Estimating-the-Need
	Finding-the-Way-Forward-Equitable-Access-to-Pharmacare-in-Ontario-
	Executive Summary
	Introduction
	The Broader Policy Context for Prescription Drug Coverage in Ontario
	The Changing Labour Market and Growing Inequality 

	Access to Prescription Drugs in Ontario
	Prescription Drug Coverage Models
	Targeted Drug Coverage 
	Insurance-Based Coverage
	Catastrophic Coverage
	Universal Pharmacare

	Applying Models of Coverage to Public Health Program Participants
	How Models of Coverage Create or Mitigate Inequities in Access
	Ensuring Equity in Prescription Drug Coverage
	Appendix – Case Study Methodology
	References

	Facilitators-to-accessing-primary-and-preventive-care-1

	Harm reduction
	What is harm reduction
	Harm Reduction
	What are some examples of harm reduction?
	What are the goals of harm reduction?


	Opiod Overdose Deaths Toronto
	Supervised Sites stats
	Safe Injection sites FAQ
	Toronto's safe injection sites: your FAQs answered
	What is a supervised injection service (SIS)?
	What is an overdose prevention site (OPS)?
	Does an SIS or OPS provide drugs?
	Are these services legal in Canada?
	What happens inside an SIS?
	Won’t a service like this enable or encourage more drug use?
	How many supervised injection sites does Toronto have?
	Are safe injection services available 24/7?
	Does crime noticably increase in neighbourhoods where SISs are located?
	Are the police allowed to arrest people using safe injection services?
	What are the benefits of safe injection services?
	Are SIS and OPS programs effective?


	Toronto Overdose Action Plan Status Report 2018
	Harm Reduction Sites Toronto
	In addition to these active sites, Health Canada is reviewing applications for five further sites in Toronto:



